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A character 

all  its  own. 

- 2 Valium  (diazepam/Roche) 

is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 

A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 

A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium"® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use. 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.: 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2Vz  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Cancer  tissue  has  a lower  thermal  death  point 
than  normal  tissue.1  This  thermal  lability  of 
cancer  has  been  exploited  by  heating  the  region 
containing  the  tumor  by  perfusion  of  the  regional 
blood  vessels  with  hot  solutions  or  hot  applica- 
tions placed  on  the  skin  and  even  whole  body 
hyperthermia.2,  3’  4 These  methods  rarely 
achieve  success  because  they  fail  to  differentially 
heat  the  cancer,  and  if  the  temperature  is  raised 
sufficiently,  a considerable  amount  of  normal  tis- 
sue is  destroyed  along  with  the  cancer  tissue. 
Therefore,  lethal  tumor  temperatures  are  sel- 
dom achieved.  Some  organs  tolerate  heat  less 
than  others.  To  insure  even  and  uniform  heating 
of  a tumor  bearing  area  perfusion  methods  have 
been  most  exploited,5  but  this  method  involves 
major  surgery  with  isolation  of  the  major  vessels 
and  considerable  equipment  and  professional  ef- 
fort to  circulate  hot  solutions  through  the  region- 
al circulation.  Also,  the  normal  tissue  is  heated 
along  with  the  tumor  tissue,  and  the  procedure 
can  seldom  be  repeated.  A need  exists  for  a non- 
invasive  method  to  selectively  heat  cancer  tissue 
without  heating  the  normal  surrounding  tissue. 
Since  this  appeared  as  an  unattainable  goal, 
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thermal  therapy  never  gained  acceptance  except 
for  superficial  and  accessible  lesions  where  heat 
could  be  applied  directly  to  the  tumor. 

Our  studies  began  with  measurements  of 
blood  flow  through  cancers.  The  blood  vessels  to 
tissues  are  laid  down  in  embryo.  Cancer  cells 
start  to  proliferate  in  tissue  supplied  by  pre- 
formed blood  vessels.  As  they  grow  they  push 
away  the  vasculature.  Angiogenesis  does  occur  in 
the  tumors  but  angiogenesis  gives  rise  only  to 
new  capillaries  which  make  random  connection 
with  other  capillaries  in  the  normal  tissue  at  the 
periphery  of  the  tumor.  Therefore,  the  blood 
flow  through  tumors  is  very  sluggish.  This  ran- 
dom blood  supply  is  illustrated  in  Figure  1. 
Using  isotope  embolization  of  tissue  and  indi- 
cator dilution  techniques,  measurements  of 
blood  flow  through  normal  tissues  and  cancer 
tissues  were  made  and  compared.  An  indicator 
dilution  curve  is  shown  in  Figure  2.  The  area 
under  the  curve  is  inversely  related  to  the  blood 
flow.  Notice  that  the  indicator  reaches  an  early 
peak  in  the  normal  tissue;  and,  by  the  time  the 
isotope  peaks  in  the  cancer  tissue,  it  has  been 
almost  completely  flushed  from  the  normal  tis- 
sue. This  finding  is  consistent  with  angiographic 
observations  where  tumor  staining  with  contrast 
agent  occurs  at  a time  when  the  contrast  sub- 
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CA  OF  LEFT  COLON  IN  VITRO  PROFUSION 


FIGURE  1.  This  schematic  diagram  was  created  from  our 
3-D  anatomic  reconstructions  of  the  microvasculature  of 
tumors.  The  tumor  begins  its  growth  in  a performed  vascu- 
lature. As  the  tumor  grows  it  pushes  the  vessels  away.  An- 
giogenesis gives  rise  to  tumor  capillaries  but  these  only  make 
connections  with  normal  capillaries  at  the  periphery  of  the 
tumor.  The  tumor  microvasculature  offers  high  resistance 
to  flow  and  makes  connections  only  with  low  pressured 
vessels.  Central  necrosis  and  poor  circulation  on  the  center 
of  the  tumor  is  common. 

stance  has  already  left  the  normal  tissue.  Also  the 
shape  of  the  indicator  dilution  curve  reveals  con- 
siderable stasis  in  the  tumor  since  the  indicator 
does  not  readily  flow  out  of  the  tumor  tissue  as  it 
does  in  the  normal  tissue.  This  explains  the  shape 
of  the  curve  for  tumor  tissue  being  different  from 
that  of  normal  tissue  and  accounts  for  the  more 
gradual  slope  during  its  exit. 

If  a section  of  the  body  containing  a cancer  is 
heated  by  radiofrequency,  the  heat  will  be  car- 
ried away  by  the  blood  flowing  through  the 
heated  tissue.  As  a consequence  of  its  reduced 
blood  supply  cancer  tissue  will  cool  more  slowly. 
The  sluggish  blood  flow  causes  the  cancer  to 
retain  the  heat  with  the  consequence  that  the 
tumor  temperature  rises  above  that  of  the  sur- 
rounding normal  tissue.6  Vasodilation  further 
cools  the  normal  tissue  but  the  capillaries  in  the 
cancer  tissue  are  unable  to  vasodilate.7  Radiofre- 
quency heating  of  cancer  tissue  causes  it  to  be- 
come hot  enough  to  destroy  the  cancer  without 
injuring  the  normal  tissue.  Such  radiofrequency 
heating  can  be  done  in  two  different  ways.  One  is 
induction  heating  in  which  a current  is  induced 
in  conductive  tissue  by  a magnetic  field.  With 
induction  rf  heating  the  radiofrequency  current 
is  terminated  in  a coil  which  puts  out  a rapidly 
changing  magnetic  field.  This  induces  eddy  cur- 
rents in  conductive  tissue  and  causes  it  to  heat. 


—NORMAL 


FIGURE  2.  A radioisotope  is  injected  into  the  regional 
artery  and  counts  are  made  over  the  normal  tissue  and  the 
tumor.  This  generates  an  indicator  dilution  curve  for  the 
passage  of  radioisotope  through  adjacent  normal  time  and 
through  the  tumor.  The  area  under  the  curve  is  inversely 
related  to  the  blood  flow.  Notice  that  by  the  time  the  isotope 
has  reached  a peak  in  the  tumor  most  of  it  has  already 
washed  out  of  the  normal  tissue. 

Another  method  that  can  be  employed  to  heat 
the  tissue  is  dielectric  heating.  In  this  method 
the  body  is  placed  between  two  capacitor  plates 
or  electrodes.  The  body  acts  as  a conductor  be- 
tween the  two  condenser  plates.  In  both  meth- 
ods, the  electrical  fields  present  in  the  tissues  are 
responsible  for  the  heating  effect.  These  rapidly 
changing  electrical  fields  cause  dipolar  molecules 
to  swing  back  and  forth  and  the  molecular  friction 
caused  by  the  rotation  of  the  dipolar  molecules 
produces  heat.  Whether  the  heating  is  done  by 
magnetic  induction  heating  or  by  dielectric  heat- 
ing wherein  the  body  is  placed  between  two 
capacitor  plates,  the  method  by  which  heat  de- 
velopes  is  always  an  effect  of  the  electrical  field 
which  causes  the  rotation  of  dipolar  molecules. 
Both  methods  of  heating  have  advantages  in  dif- 
ferent situations.  Induction  heating  has  the  ad- 
vantage that  only  conductive  tissue  is  heated. 
This  means,  muscle,  blood  and  proteinaceous 
tissue  is  primarily  heated  while  fat  and  air  con- 
taining tissue  are  only  slightly  heated.  However, 
with  induction  heating  considerable  amount  of 
energy  (heat)  is  dissipated  in  the  conductive  skin 
which  must  be  cooled.  Also,  it  is  necessary  to 
choose  a wave  length  of  appropriate  size  so  that  it 
will  penetrate  deeply  into  the  tissues.  The  ideal 
wave  lengths  are  13.56  and  27.12  megahertz. 
Microwaves  and  radar  such  as  occasionally  used 
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in  diathermy  are  not  satisfactory  since  a consid- 
erable portion  of  the  power  is  dissipated  before 
reaching  deeper  tissues.  (Figure  3.) 

It  is  more  difficult  to  control  the  field  shape 


FIGURE  3.  Microwaves  do  not  penetrate  even  the  sub- 
cutaneous fat  and  dissipate  almost  all  their  energy  in  the 
superficial  tissues  while  longer  wave  lengths  pass  deeply 
through  the  tissue. 


with  inductive  heating.  A serious  problem  which 
arises  with  induction  heating  is  due  to  the  fact 
that  the  area  of  maximum  magnetic  force  is 
closest  to  each  turn  of  the  coil  and  least  at  a 
distance.  In  the  center  of  a coil,  the  strength  of 
the  magnetic  field  is  relatively  small  or  non- 
existent. Therefore,  the  simple  solution  of  plac- 
ing the  part  to  be  heated  in  a circular  coil  fails 
because  the  center  of  the  coil  is  relatively  dead. 
This  central  dead  space  in  a coil  makes  it  neces- 
sary to  shape  the  magnetic  field  by  special 
means.  One  way  to  do  this  is  to  move  the  coil  in  a 
geometric  pathway  so  that  the  summation  of  the 
magnetic  field  will  spatially  shape  it  so  that  the 
energy  is  concentrated  in  the  vicinity  of  the 
cancer.  In  this  area,  our  engineering  research 
arm  at  the  University  College  of  North  Wales  has 
set  up  computer  programs  and  have  done  con- 
siderable experimentation  which  had  led  to  sig- 
nificant progress  in  field  shaping.  The  method  of 
dielectric  heating  has  as  the  disadvantage  that 
fatty  tissue  is  heated  because  it  has  a high  electri- 
cal impendence.  As  a consequence  fat  heats  more 
than  the  conductive  tissue.  One  can  visualize  the 
tissues  through  which  any  electrical  current 
travels  as  being  resistances  in  series.  Simply 
stated  the  amount  each  tissue  heats  will  be  equal 
to  I2R  where  I is  the  current  measured  in  am- 


peres and  R is  the  resistance  measured  in  ohms. 
In  extremely  obese  patients,  it  may  not  be  possi- 
ble to  pass  sufficient  energy  through  the  sub- 
cutaneous fat  to  heat  deep-seated  tumors.  This 
problem  is  partly  overcome  by  using  four  or  six 
electrodes  and  sequentially  activating  different 
electrode  pairs  so  that  the  tumor  is  kept  under 
constant  heating  while  the  skin  and  subcutane- 
ous fat  is  only  heated  for  a fraction  of  the  time. 
(Figure  4)  With  intermittent  heating,  it  is  impor- 


FIGURE  4.  A chest  tumor  is  heated  through  multiple  skin 
portals.  The  electrode  pairs  are  sequentially  energized  for 
very  brief  intervals.  The  skin  and  subcutaneous  tissue  is 
heated  for  only  a fraction  of  the  time  while  the  tumor  is 
continuously  heated. 

tant  that  the  timing  of  the  heating  cycle  and 
cooling  periods  be  such  that  maximum  cooling  of 
the  tissue  occurs  during  the  off  cycle.  This  re- 
quires a knowledge  of  cooling  curves  of  tissues. 
The  ideal  interval  for  heating  has  been  found  to 
be  30  milliseconds  using  40  or  80  milliseconds  of 
cooling  time.  These  short  intervals  utilize  the 
steep  part  of  the  cooling  curve.  If  three  electrode 
pairs  are  used,  the  heating  period  is  30  mil- 
liseconds while  the  cooling  time  80  milliseconds. 
This  allows  for  sufficient  energy  to  pass  through 
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skin  and  subcutaneous  layer  to  heat  deep-seated 
tumors  without  burning  the  skin  or  subcutaneous 
tissue.  The  dielectric  method  of  heating  has  the 
additional  advantage  of  safety.  It  is  usually  im- 
possible to  heat  any  organ  to  a temperature  much 
hotter  than  that  of  the  skin  since  the  blood  supply 
of  the  skin  is  comparable  to  that  which  one  sees  in 
a vascular  organ  and  less  than  that  which  occurs 
in  tumors.  Good  tumor  temperatures  can  usually 
be  achieved  if  the  heating  is  maintained  to  skin 
tolerance  in  conscious  patients.  With  these  basic 
considerations  in  mind,  equipment  has  been  de- 
signed for  tumor  heating.  A total  of  more  than 
150  patients  have  been  treated,  but  most  of  these 
patients  were  treated  with  early  less  sophisti- 
cated apparatus  which  is  now  considered  obso- 
lete. These  patients  had  inoperable,  unresect- 
able  and  otherwise  untreatable  tumors.  Of  the 
patients  treated,  32  patients  had  carcinoma  of  the 
lungs.  These  32  patients  were  treated  with  early 
equipment  which  did  not  have  the  advantages  of 
multiple  electrodes  as  contained  in  our  present 
equipment.  This  would  have  increased  the 
amount  of  energy  which  could  have  been  deliv- 
ered to  the  cancer.  The  present  equipment  has 
been  developed  by  an  engineering  group  at  the 
University  College  of  North  Wales  who  has  spent 
the  past  2V2  years  studying  the  distribution  of 
electromagnetic  energy  in  tissue  and  has  de- 
veloped the  most  effective  equipment  for  heating 
tissue  with  radiofrequency.  With  this  equipment 
both  induction  and  dielectric  heating  is  possible. 
Nonetheless,  in  30%  of  patients  treated  with  ear- 
lier equipment  showed  regression  of  the  tumor 
mass.  Six  of  these  patients  are  now  alive  and  well 
at  the  end  of  one,  two,  three  years  and  appear  to 
be  tumor-free.6  (Figure  5.) 

Another  group  of  patients  with  lung  cancers 
had  their  tumors  heated  prior  to  resection  so  that 
the  histopathology  of  the  heated  tumors  could  be 
studied.  These  studies  reveal  that  the  cancer  is 
selectively  destroyed  and  that  the  normal  tissue 
remains  undamaged.  The  cancer  tissue  is  de- 
stroyed in  three  different  ways.8  First,  there  is 
the  direct  effect  of  heat  on  the  cancer  cells  which 
produces  thermal  death.  Second,  the  heat  de- 
stroys the  fragile  microvasculature  of  the  tumor 
which  is  especially  heat  labile.  The  tumor  capil- 
laries that  are  formed  by  angio-genesis  do  not 
respond  like  the  capillaries  in  the  adjacent  nor- 
mal tissues.  The  destruction  of  the  tumor  micro- 
vasculature deprives  the  tumor  of  a blood  supply. 
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FIGURE  5.  The  successive  chest  x-rays  of  a patient  receiv- 
ing only  radiofrequency  thermo  therapy  for  lung  cancer  are 
shown.  The  tumor  gradually  decreases  in  size  and  is  re- 
placed by  scar  tissue  causing  an  increased  density  on  x-rays. 


The  third  adverse  effect  on  tumor  tissue  pro- 
duced by  heat  is  the  induction  of  a strong  im- 
mune response.  The  immune  response  might  be 
ascribed  to  dead  tumor  tissue.  There  are  occa- 
sional clinical  cases  where  tumor  is  destroyed  by 
fulguration  and  the  secondary  metastases  un- 
dergo regression.  The  use  of  electrocautery  to 
treat  carcinoma  of  the  rectum  has  been  advo- 
cated as  a special  situation  whereby  heat- 
destroyed  tissue  induces  immunogenicity.9  Of 
the  many  types  of  tumors  that  have  been  treated, 
all  seem  to  be  responsive.  Recurrent  metastatic 
colon  carcinomas  have  been  especially  respon- 
sive. This  may  be  due  to  the  antigenicity  of  colon 
cancer. 

Clinical  experience  is  being  accumulated  and 
continues  to  look  promising.  The  animal  studies 
confirm  the  human  studies  in  all  respects.  Unfor- 
tunately, optimum  dosage  schedules  have  not 
yet  been  developed.  Prolonged  heating  periods 
are  superior  to  multiple  short  heating  cycles 
which  tend  to  select  thermally  resistant  cells  for 
survival.  Thermally  injured  cells  recover  in  four 
hours.  These  factors  favor  long  treatment  ses- 
sions. At  the  present  time,  only  Phase  2 studies 
are  being  done.  Patients  are  being  treated  to  see 
what  the  effect  is  and  to  gain  experience  on  the 
heat  therapy  of  tumors.  No  attempt  is  being 
made  to  compare  this  method  to  other  modalities 
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of  therapy  or  to  combine  it  with  other  forms  of 
therapy.  If  the  subsequent  trials  with  carcinoma 
of  the  lungs  using  new  equipment  prove  to  be  as 
promising  as  the  initial  series  using  less  effective 
equipment,  a comparative  phase  III  study  would 
be  justified  and  rf  thermotherapy  could  well  be- 
come a new  primary  modality  of  therapy  for  all 
types  of  cancer.  Because  the  method  does  stimu- 
late the  immune  response,  BCG  has  been  used  as 
an  adjunct  to  the  heat  therapy  to  further  enhance 
the  immune  response.  There  are  potentials  for 
combining  the  heat  therapy  with  other  forms  of 
treatment.  A strong  advantage  of  heat  therapy  is 
that  it  is  immunogenic  rather  than  immunosup- 
pressive as  are  chemotherapy,  radiation  therapy 
and  surgery.  It  can  be  used  repeatedly  unlike 
radiation  therapy. 

There  are  a number  of  promising  drugs  which 
are  heat  sensitizers.  One  such  drug  is 
5-thioglucose.  This  analogue  of  glucose  prevents 
anaerobic  glycolysis  on  which  the  cancer  cell  is 
dependent  for  its  energy  supply.  Cancer  tissue 
produces  lactic  acid  even  in  the  presence  of  oxy- 
gen. This  is  prevented  by  5-thioglucose.  This 
renders  the  tumor  more  heat  labile  and  exagger- 
ates the  therapeutic  index  separating  normal  tis- 
sue from  tumor  tissue. 

Enhancement  of  the  thermal  effect  can  also  be 
accomplished  with  vasodilator  drugs.  When  the 
blood  pressure  is  lowered  beneath  70  mm  Hg, 
perfusion  through  the  cancer  tissue  ceases  since 
it  is  a high  resistance  vascular  bed  and  requires  a 
high  perfusion  pressure.  Also,  only  normal  vas- 
culature is  responsive  to  vasodilators  and  vas- 
oconstrictors. Hence,  the  flow  through  normal 
tissue  is  enhanced  while  the  flow  through  tumor 
tissue  decreases.  This  helps  to  impede  cooling  of 
the  cancer  tissue  and  enhances  cooling  in  the 
normal  tissue,  thus  accentuating  the  heat  trap- 
ping by  the  tumor. 


SUMMARY 

Radiofrequency  thermotherapy  is  a new 
treatment  method  for  cancer.  The  tumor  is  selec- 
tively heated  by  radiofrequency  energy  to  its 
thermal  death  point.  Little  or  no  damage  occurs 
in  the  normal  surrounding  tissue. 

The  method  has  produced  significant  regres- 
sion in  clinical  cases  of  unbeatable  cancer.  The 
action  of  the  thermotherapy  is  due  to:  1)  The 
direct  effect  of  that  on  the  cancer  cells.  2)  The 
destruction  of  the  microvasculature  of  the  tumor. 
3)  The  evocation  of  a strong  immune  response  to 
dead  tumor  tissue. 

Recent  developments  in  equipment  should 
relegate  this  treatment  modality  as  an  important 
role  in  cancer  therapy.  □ 
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THE  ROLE  OF  THE  VASCULAR  LABORATORY  IN  THE 
DIAGNOSIS  OF  ARTERIAL  INSUFFICIENCY* 

JOHN  A.  AMERIKS,  M.D. 


In  the  great  majority  of  occlusive  disorders  of 
the  arterial  system  the  history  and  clinical  man- 
ifestations are  sufficient  to  indicate  the  presence 
of  obstruction  and  suggest  the  location  and  extent 
of  physiologic  impairment.  Furthermore,  a com- 
plete medical  history  determines  the  need  for 
surgery  and  often  can  predict  the  risk  of  an  opera- 
tion. When  surgical  reconstruction  is  indicated 
arteriograms  are  obtained  routinely  to  assist  in 
planning  the  procedure.  The  reported  results  of 
the  past  thirty  years  of  arterial  surgery  would 
suggest  that  there  is  little  reason  to  deviate  from 
these  well  established  principles  of  patient  man- 
agement. 

On  the  other  hand,  there  are  occasions  when 
the  patient’s  vascular  symptoms  and  examination 
may  fail  to  uncover  the  diagnosis  and  extent  of 
the  involvement  clearly  and  completely.  At  such 
times  the  need  for  an  objective  method  to  con- 
firm the  patient’s  impairment  becomes  painfully 
obvious. 

During  the  past  ten  years  many  noninvasive 
diagnostic  techniques  have  been  developed  and 
introduced  in  clinical  practice  for  the  purposes  of 
accurately  measuring  characteristics  of  hemody- 
namic function.  This  paper  will  review  the  avail- 
able techniques  and  their  application  to  the  diag- 
nosis of  arterial  insufficiency. 

Even  though  all  of  the  procedures  to  be  de- 
scribed can  be  used  by  the  physician  at  the  bed- 
side or  in  the  office,  the  infrequent  need  for  such 
detailed  and  specialized  examinations  has  led  to 
the  establishment  of  vascular  laboratories  which 
are  dedicated  to  the  noninvasive  measurement  of 
hemodynamic  parameters.  In  the  laboratory 
well-trained  and  experienced  technicians  can  ef- 
ficiently and  reliably  perform  testing  maneuvers 
under  the  guidance  of  a supervising  physician. 
The  physician’s  role  is  to  select  and  interpret  the 


* From  the  Surgical  Service,  Veterans  Administration  Medi- 
cal Center,  and  the  Department  of  Surgery,  Medical  Uni- 
versity of  South  Carolina,  171  Ashley  Avenue,  Charleston, 
S.  C.  29403. 
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noninvasive  data,  to  establish  the  diagnosis  based 
on  all  of  the  clinical  information  available,  and  to 
make  recommendations  for  patient  manage- 
ment. 

The  data  generated  in  the  vascular  laboratory 
can  be  used  to  screen  patients  for  evidence  of 
disease,  to  confirm  a diagnosis,  to  predict  a 
therapeutic  response,  to  monitor  the  effect  of 
medical  or  surgical  therapy,  and  to  follow  and 
document  the  course  of  the  disease.  The  obvious 
advantage  of  noninvasive  studies  over  contrast 
angiography  are  that  they  can  be  repeated  as 
frequently  as  necessary  at  minimal  expense,  and 
virtually  without  discomfort  or  risk  to  the  pa- 
tient. 

Prior  to  a discussion  of  the  technical  details  of 
the  various  testing  instruments  and  maneuvers,  a 
brief  and  elementary  review  of  the  physiologic 
principles  governing  blood  flow  in  vessels  will  be 
helpful.  In  the  arterial  circulation  the  direction  of 
blood  flow  is  determined  by  pressure  gradients. 
The  pressure  is  generated  centrally  by  the  pump- 
ing action  of  the  heart  and  diminishes  peripher- 
ally as  resistance  to  flow  develops.  The  clinically 
palpable  arteries  offer  relatively  little  impedi- 
ment to  blood  flow  and,  therefore,  in  the  normal 
arterial  system  minimal  pressure  drops  can  be 
seen  between  the  aorta  and  the  arteries  of  the 
limbs.  As  the  vessel  lumen  becomes  locally 
obstructed  or  narrowed,  resistance  to  flow  in- 
creases, resulting  in  reduced  pressure  distal  to 
the  stenosis.  Experimental  studies  indicate  that 
while  significant  obstruction  is  necessary  to  affect 
the  diastolic  pressure,  a diminished  systolic  pres- 
sure is  a sensitive  index  of  proximal  stenosis.  The 
implications  of  changes  in  the  systolic  pressure 
will  be  discussed  in  detail  in  successive  sections 
of  the  paper. 

Systolic  blood  pressure  is  measured  extravas- 
cularly  by  compressing  the  artery  under  exami- 
nation and  then  releasing  pressure  while 
monitoring  a point  downstream  for  evidence  of 
return  of  flow.  The  palpatory  and  ausculatory 
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method  are  adequate  for  most  clinical  purposes. 
In  the  obstructed  or  diseased  arterial  system 
these  methods  often  are  not  sufficiently  sensi- 
tive, and  various  electronic  and  electro  mechani- 
cal systems  are  used  to  detect  the  return  of  flow. 
The  return  of  flow  is  readily  demonstrated  by 
movement  of  the  red  cell  mass  in  the  vessels  or  a 
change  in  the  volume  of  the  perfused  limb  or 
limb  segment. 

Since  1959  Doppler  ultrasound  systems  have 
been  used  to  observe  blood  flow.  The  clinically 
applicable  instruments  emit  an  electromagnetic 
beam  in  the  frequency  range  of  2 to  10  mHZ  from 
a piezo-electric  crystal  in  the  tip  of  a hand  held 
probe.  The  ultrasound  beam  is  reflected  from  the 
moving  red  cell  surface  with  a frequency  shift 
proportional  to  the  velocity  of  the  moving  cells. 
The  reflected  signal  is  then  picked  up  by  a receiv- 
ing crystal  adjacent  to  the  transmitting  element 
and  the  frequency  difference  is  amplified  by  the 
instrument  and  presented  as  an  audio  signal  or 
analogue  tracing  for  chart  recording  and  future 
analysis.  Directional  models  have  the  capability 
of  discriminating  whether  the  flow  is  toward  or 
away  from  the  sampling  probe. 

In  screening  patients  for  arterial  occlusive  dis- 
ease, Doppler  ultrasound  is  most  frequently 
used  to  determine  the  systolic  blood  pressure  at 
the  ankle.  The  ankle  pressure  is  then  related  to 
the  brachial  systolic  pressure  as  the  ankle-arm 
pressure  index  (PI).  Normally,  the  PI  is  equal  to 
or  greater  than  1.  In  the  presence  of  arterial 
insufficiency  the  PI  will  fall  in  proportion  to  the 
degree  of  arterial  obstruction.  Claudicants  gen- 
erally have  Pi’s  of  .6  ± .1,  while  patients  with 
rest  pain  or  impending  gangrene  will  show  Pi’s  of 
less  than  .3.  Occasionally,  diabetic  and  geriatric 
patients  with  medial  calcinosis  of  the  vessels  will 
prove  to  be  exceptions  to  these  observations  and 
show  falsely  elevated  ankle  pressure  indices  de- 
spite severe  arterial  insufficiency.  This 
phenomenon  is  observed  in  less  than  5%  of  the 
patients  tested  in  the  laboratory. 

The  technique  of  Doppler  systolic  pressure 
measurement  is  also  used  to  localize  arterial  oc- 
clusive disease  by  determination  of  limb  segmen- 
tal blood  pressures.  With  this  method  specially 
designed  pneumatic  cuffs  are  applied  at  the 
upper  thigh,  above  and  below  the  knee,  and 
above  the  ankle.  Systolic  pressures  at  these 
levels  are  obtained.  Normally  the  proximal  thigh 
pressure  is  greater  than  brachial  systolic  pressure 


by  20  to  30  mm  of  mercury  due  to  cuff  induced 
artifact.  Similarly  there  is  an  artifactual  pressure 
drop  of  20  to  30  mm  of  mercury  between  adjacent 
cuff  levels  down  the  leg.  Pressure  indices  for 
these  measurements  have  not  been  established. 
The  important  observation  is  that  a low  proximal 
thigh  cuff  pressure  is  indicative  of  obstructive 
disease  above  the  point  of  measurement  and  any 
gradient  greater  than  30  mm  of  mercury  between 
cuffs  is  evidence  of  obstruction  in  that  segment. 

Pressure  measurements  may  also  be  utilized  to 
assess  the  functional  impairment  of  a limb.  Limb 
blood  flow  is  increased  by  the  stress  of  exercise  or 
ischemia.  The  hyperemia  is  produced  by  a com- 
bined effect  of  increased  cardiac  output  and  re- 
flex vasodilation.  In  the  laboratory  the  standard 
exercise  challenge  is  a sustained  treadmill  walk 
for  five  minutes  at  two  miles  per  hour  on  a 12% 
grade.  Most  patients  will  tolerate  this  without 
difficulty  but,  since  EKG  changes  and  cardiac 
arrhythmias  have  recently  been  reported  with 
treadmill  testing,  continuous  cardiac  monitoring 
is  now  recommended. 

An  equally  valid  hyperemic  response  can  be 
produced  after  temporary  (3  to  5 minute)  cuff 
occlusion  of  the  proximal  thigh  vessels  with  the 
patient  at  rest.  Ankle  blood  pressures  are  then 
measured  immediately  after  termination  of  the 
exercise,  or  with  release  of  the  cuff,  and  at  30 
second  intervals,  until  they  return  to  pretest 
levels.  Normally  there  is  less  than  a 30  to  35% 
pressure  drop  immediately  following  the  test  and 
full  recovery  occurs  within  one  minute.  In  pa- 
tients with  arterial  occlusive  disease  the  mag- 
nitude of  the  pressure  drop  and  the  duration  of 
the  recovery  period  reflect  the  severity  of  the 
proximal  obstruction  and  the  extent  of  the  collat- 
eral network.  Patients  requiring  more  than  3 
minutes  to  recover  to  resting  ankle  systolic  pres- 
sure should  be  suspected  of  having  some  element 
of  aorto-iliac  obstruction. 

The  Doppler  instrument  is  not  strictly  limited 
to  blood  pressure  measurements.  The  analogue 
signal  of  the  frequency  shift  with  each  cardiac 
cycle  can  be  permanently  recorded  and  the  re- 
sulting velocity  wave  form  examined  for  evi- 
dence of  changes  associated  with  stenosis.  The 
normal  signal  is  multiphasic  with  prominent  ac- 
celeration during  systole,  deceleration  during 
diastole,  and  occasionally  evidence  of  reverse 
flow  in  mid  to  late  systole.  In  the  lower  extremity 
the  usual  sites  for  velocity  wave  form  recordings 


January,  1980 


11 


THE  ROLE  OF  THE  VASCULAR  LABORATORY 


are  the  femoral,  popliteal,  posterior  tibial,  and 
dorsalis  pedis  arteries.  Observed  changes  in  the 
velocity  profile  distal  to  a stenosis  are  absence  of 
reverse  flow,  decreased  acceleration  of  flow,  a 
diminished  maximum  velocity,  and  rounding  of 
the  peak  of  the  wave  form.  The  general  conclu- 
sion that  the  more  aberrant  the  wave  form  the 
more  severe  the  obstruction  is  supported  by  clin- 
ical experience. 

Up  to  this  point,  obstructive  phenomena  in  the 
arterial  system  have  been  described  with  respect 
to  associated  pressure  and  velocity  changes,  yet 
the  most  critical  element  in  arterial  insufficiency 
is  the  reduced  volume  of  flow.  Volumetric  mea- 
surements are  cumbersome  to  perform  and  dif- 
ficult to  reproduce  with  consistency.  Moreover, 
most  clinical  instruments  are  able  to  provide  in- 
formation about  mean  flow  only.  Nevertheless 
some  adaptations  of  plethysmographic  tech- 
niques have  found  wide  acceptance. 

Clinical  oscillometry  is  one  technique  for 
measuring  pulse  pressure  amplitude.  Here  a 
pneumatic  cuff  is  placed  about  a limb  segment 
and  inflated  to  suprasystolic  pressures.  The  cuff 
is  then  released  to  reduce  pressure  at  predeter- 
mined intervals.  At  the  various  cuff  pressures 
arterial  pulsations  produce  a transient  increase  in 
cuff  pressure  and  recording  of  this  phenomenon 
can  be  accomplished  by  electronic  or  mechanical 
means.  Maximum  pulse  pressure  will  occur  at 
systolic  levels  or  when  the  cuff  is  inflated  slightly 
above  systole  to  compensate  for  tissue  resistance. 
Increased  lateral  pressure  or  loss  of  elasticity  in 
the  arterial  wall  will  produce  high  pulse  ampli- 
tudes. Decreased  pulse  amplitudes  are  as- 
sociated with  obstructive  phenomena.  When  re- 
cordings are  obtained  simultaneously  from  both 
upper,  or  both  lower  extremities  maximum  pulse 
pressure  amplitudes  will  be  observed  at  lower 
cuff  pressures  on  the  affected  side.  Grossly 
edematous  extremities  or  cardiac  arrhythmias 
will  render  the  evaluation  most  difficult  and  con- 
siderable experience  is  required  before  oscil- 
lometric  readings  can  be  interpreted  accurately. 

The  pulse  volume  recorder  is  a more  recent 
electronic  synthesis  of  oscillometry  and  partial 
venous  occlusion  plethysmography.  With  the 
commercially  available  pulse  volume  recorder 
partial  venous  occlusion  is  established  about  a 
segment  of  the  limb.  Arterial  flow  will  then  pro- 
duce cyclic  changes  in  cuff  pressure  which  can  be 


electronically  amplified  and  recorded.  The  re- 
sulting wave  form  can  be  analyzed  for  amplitude 
and  contour  changes.  The  volume  changes  may 
also  be  used  to  measure  systolic  and  diastolic 
blood  pressures  and  to  assess  the  hyperemic  re- 
sponse to  exercise  or  ischemia. 

In  a similar  manner,  volume  changes  in  an 
extremity  can  be  detected  by  strain  gauge,  in- 
ductance, or  capacitance  techniques.  The  prin- 
cipal advantages  of  these  alternative  methods  are 
that  many  of  the  errors  resulting  from  coupling  of 
the  pneumatic  cuffs  to  laboratory  equipment  can 
be  reduced. 

In  an  effort  to  provide  comprehensive  diagnos- 
tic information  for  the  physician  requesting  con- 
sultation, the  report  from  the  vascular  laboratory 
may  include  the  results  of  tests  not  performed  in 
the  laboratory  per  se.  Isotope  techniques  per- 
formed in  the  Nuclear  Medicine  Department  are 
used  to  measure  muscle  and  skin  flow.  Thermog- 
raphy can  be  used  to  detect  areas  of  abnormal 
coolness  in  the  skin’s  surface  which  suggest  im- 
paired arterial  inflow.  Hematologic  techniques 
may  uncover  coagulation  and  platelet  disorders 
which  have  recently  been  described  in  associa- 
tion with  accelerated  and  recurrent  arterial 
obstruction.  These  elements  should  be  consid- 
ered along  with  hemodynamic  measurements  in 
order  to  provide  a complete  diagnostic  assess- 
ment. 

In  summary,  we  wish  to  emphasize  that  the 
concept  of  a noninvasive  laboratory  for  the  diag- 
nosis of  peripheral  vascular  disorders  has  been 
firmly  established  in  the  last  ten  years.  The 
laboratory  can  provide  objective  information  by 
measurement  of  pressures,  flow  velocity  and 
volumetric  changes  to  support  the  practicing 
clinician  in  his  efforts  to  establish  a diagnosis  of 
occlusive  disease,  to  detect  its  functional  im- 
pairment, to  predict  a response  to  therapy,  and 
to  document  the  course  of  the  disease.  Today, 
utilization  of  the  vascular  laboratory  for  the  diag- 
nosis of  peripheral  vascular  insufficiency  is  as 
appropriate  as  is  the  use  of  noninvasive  testing 
for  the  diagnosis  of  coronary  insufficiency.  □ 

REFERENCES 

1.  Bernstein,  E.  F.  — editor,  Non-invasive  Diagnostic 

Techniques  in  Vascular  Disease.  C.  V.  Moshy  — St. 

Louis,  Mo.  1978. 

2.  Dean,  R.  H.,  Yao,  J.  S.  T. , Hemodynamic  Measure- 
ments in  Peripheral  Vascular  Disease  — Current  Prob- 
lems in  Surgery  13  (8)  August,  1976. 


The  Journal  of  the  South  Carolina  Medical  Association 


asp 

& 'w' " 


sS^0'*"  - J 


p°t^ce 


^OR£d 

Burroughs  Wellcome  Co. 
§ rrf\  5 Research  Triangle  Park 
**iu0p  North  Carolina  27709 


RESPIRATORY  COMPLICATIONS  IN  PATIENTS  WITH 
SEVERE  BURNS* 


H.  DAVID  REINES,  M.D. 

DABNEY  R.  YARBROUGH,  III,  M.D. 


The  progress  that  has  been  made  over  the  past 
50  years  in  the  resuscitation  of  the  burned  patient 
has  uncovered  a new  set  of  complications. 
Hypovolemic  shock,  previously  a major  factor  in 
the  mortality  of  the  burned  patient,  now  rarely 
causes  death  in  thermally  injured  individuals. 
Sepsis  and  respiratory  failure  are  now  the  most 
lethal  complications  arising  in  the  burned  pa- 
tient.1 The  incidence  of  pulmonary  complica- 
tions is  between  15  and  24%  and  is  associated 
with  a mortality  of  71  to  89%. 2 

The  lung  is  a potential  target  organ  in  all  ther- 
mal injuries  but  can  respond  in  only  limited  ways 
to  the  injurious  agents.  Classifying  these  pulmo- 
nary problems  according  to  the  time  of  occur- 
rence presents  the  physician  with  a logical 
framework  in  which  to  treat  these  problems.3 

RESPIRATORY  ARREST 

Respiratory  arrest  resulting  from  high  voltage 
electrical  injuries  or  severe  hypoxemia  second- 
ary to  smoke  inhalation  has  an  extremely  high 
mortality  and  requires  immediate  cardiopulmo- 
nary resuscitation  at  the  scene  of  the  burn  injury. 
Ventilatory  support  is  necessary  in  all  these  pa- 
tients if  resuscitation  is  accomplished. 

CARRON  MONOXIDE  POISONING 

One  of  the  immediate  problems  involving  the 
respiratory  tract  is  carbon  monoxide  poisoning. 
Carbon  monoxide  is  produced  as  a byproduct  of 
incomplete  combustion  of  organic  materials  and 
has  an  affinity  for  hemoglobin  that  is  100  times 
that  of  oxygen.  This  shifts  the  oxyhemoglobin 
dissociation  curve  to  the  left,  preventing  oxygen 
from  leaving  the  hemoglobin  molecule  until  the 
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tissue  oxygen  is  extremely  low.  It  appears  the 
carbon  monoxide  molecule  itself  is  not  toxic,  but 
is  harmful  because  of  the  resultant  tissue 
hypoxemia. 

The  symptoms  of  carbon  monoxide  poisoning 
include  headache,  light-headedness  and  nausea. 
Physical  examination  may  reveal  a pink  or  cherry 
red  color  of  the  skin  and  mucous  membranes 
associated  with  tachypnea  and  tachycardia.  Arte- 
rial blood  may  appear  to  be  red  and  normal  in 
color.  The  arterial  PO2  may  well  be  normal  al- 
though oxygen  content  will  be  markedly  de- 
creased. Carboxyhemoglobin  levels  of  40  to  60% 
lead  to  coma  and  may  lead  to  death.  Car- 
boxyhemoglobin levels  below  15%  indicate  mild 
intoxication.4  Significant  elevations  of  the  Car- 
boxyhemoglobin levels  associated  with  severe 
acidosis  is  of  grave  prognostic  importance. 

In  general,  major  burn  centers  do  not  have  a 
large  problem  with  carbon  monoxide  poisoning 
because  the  half-life  of  Carboxyhemoglobin  is 
only  40  minutes;  therefore,  many  patients  have 
passed  the  most  dangerous  stage  by  the  time  they 
reach  a referral  center. 

The  treatment  of  Carbon  Monoxide  poisoning 
is  the  administration  of  100%  oxygen  by  mask  to 
promote  carboxyhemoglobin  dissociation.  Hy- 
perbaric oxygen  when  easily  available  can  further 
hasten  the  process  of  dissociation  and  increase 
the  concentration  of  oxygen  dissolved  in  plasma 
by  2 to  4 ml  %.  Two  hours  of  hyperbaric  oxygen  at 
2 atmospheres  can  eliminate  almost  all  car- 
boxyhemoglobin. Other  techniques  include 
hypothermia  with  cardiopulmonary  bypass  and 
exchange  transfusion.  Usually,  however,  the 
time  involved  in  initiating  these  extraordinary 
measures  precludes  their  use.  Hyperbaric  oxy- 
gen, hypothermia  or  exchange  transfusion 
should  all  be  reserved  for  the  severely  intoxi- 
cated patients  with  carboxyhemoglobin  levels 
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greater  than  40%,  severe  acidosis  and  apnea. 
Mortality  is  extremely  high  in  this  patient  popu- 
lation. 

DIRECT  HEAT  INJURY 

Direct  heat  injury  to  the  upper  airway  is  a rare 
complication  of  thermal  injury,  although  it  is  rel- 
atively common  with  steam  injuries.  Actual 
burns  of  the  upper  respiratory  tract  with  mucosal 
necrosis  must  be  sought  carefully  in  the  patient 
with  a history  or  physical  examination  suggesting 
damage  to  the  intraoral  and  pharyngeal  struc- 
tures. Direct  and  indirect  laryngoscopy  under 
local  anesthesia  should  alert  the  physician  to 
these  problems.  Hot,  irritant  fumes,  expecially 
from  burning  polyurethane  foams,  sulfur  com- 
pounds, and  hydrochloric  acid  can  cause  laryn- 
geal edema  and  laryngotracheobronchitis  with 
the  formation  of  obstructing,  swollen  mucous 
membranes  and  occasional  mucosal  sloughing.5 
Patients  with  upper  airway  symptoms  noted 
upon  admission  should  receive  racemic  epineph- 
rine treatment,  humidified  oxygen  and  be  placed 
upright  in  bed  in  an  Intensive  Care  Unit. 
Steroids  have  been  used  in  this  group  of  patients 
to  decrease  edema  with  some  encouraging  re- 
sults. When  symptoms  increase,  endotracheal 
intubation  should  be  performed  if  possible.  With 
severe  upper  airway  damage,  tracheostomy 
should  be  considered  early  in  the  course  of 
treatment.  The  prognosis  of  upper  airway 
obstruction  depends  on  the  physician’s  aware- 
ness of  the  potential  lethality  of  the  obstruction. 
If  the  patient  has  not  progressed  to  airway 
obstruction  from  edema  in  24  to  48  hours,  this 
complication  probably  will  not  occur. 

CHEMICAL  INJURY 

Inhalation  injury  with  chemical  tracheobron- 
chitis and  pulmonary  damage  from  chemical 
causes  is  a relatively  common  occurrence.  Inha- 
lation of  smoke  and  other  noxious  products  of 
incomplete  combustion  was  a major  cause  of 
mortality  in  the  Coconut  Grove  Fire  in  1942,  and 
Pliny  the  elder  wrote  of  execution  by  placing 
prisoners  over  green  wood  fires.  Symptoms  vary 
from  hoarseness  and  cough  to  severe  dyspnea. 
Physical  examination  may  reveal  expiratory 
wheezing  and  carbonaceous  sputum  although 
not  all  patients  with  carbonaceous  sputum  have 
significant  inhalation  injury.  Patients  with  severe 
inhalation  injury  may  demonstrate  none  of  the 


classic  signs  of  facial  burns  such  as  singed  nasal 
hair.  Determination  of  arterial  blood  gases 
should  be  performed  and  may  reveal  mild 
hypoxemia  and  hypocarbia.  Chest  x-ray  may  be 
negative  or  show  minimal  diffuse  infiltrates.  The 
clinical  course  of  inhalation  injury  is  variable. 
Patients  are  frequently  asymptomatic  for  24  to  48 
hours  and  then  develop  progressive  respiratory 
distress  over  several  days.  Severe  inhalation  in- 
jury can  progress  to  a full-blown  adult  respiratory 
distress  syndrome  requiring  prolonged  ventila- 
tion and  positive  airway  pressure. 

Early  diagnosis  and  treatment  may  decrease 
the  severity  of  the  injury.  Many  techniques  have 
been  advocated  to  aid  in  diagnosis.  Indirect 
laryngoscopy,  bronchoscopy  and  xenon  ventila- 
tion/perfusion lung  scans  all  have  varying  de- 
grees of  success. 

Symptomatic  treatment  of  inhalation  injury 
may  be  insufficient  to  prevent  further  damage. 
The  inhalation  of  humidified  oxygen  should  be 
routine  as  the  first  step.  Bronchodilators  are  use- 
ful in  the  event  of  bronchospasm  as  evidenced  by 
wheezing.  Chest  physiotherapy  has  been  found 
useful  in  mobilizing  secretions.  Recently  the  use 
of  continuous  positive  airway  pressure  (CPAP) 
via  CPAP  mask  or  endotracheal  tube  has  been 
used  in  an  attempt  to  prevent  the  development  of 
progressive  respiratory  failure.  The  role  of  the 
resuscitative  fluid,  be  it  colloid  or  crystalloid,  in 
the  development  of  pulmonary  complications  is 
still  controversial,  although  central  venous  pres- 
sure monitoring  via  a Central  Venous  or  Swan- 
Ganz  catheter  should  be  utilized  to  prevent  fluid 
overload. 

The  use  of  steroids  for  the  treatment  of  inhala- 
tion injuries  is  controversial.6  Recent  data  impli- 
cate the  use  of  steroids  in  an  increasing  incidence 
of  sepsis  and  mortality.7  It  is  our  practice  not  to 
use  steroids  for  the  treatment  of  pulmonary  inha- 
lation injuries. 

RESPIRATORY  DISTRESS  SYNDROME 

Progressive  pulmonary  insufficiency,  septic 
lung,  or  adult  respiratory  distress  syndrome  is 
frequently  a sequela  of  severe  inhalation  injury 
associated  with  burns.  The  pathophysiological 
picture  is  that  of  small  airway  collapse,  decreased 
functional  residual  capacity,  decreasing  com- 
pliance, and  interstitial  pulmonary  edema.  The 
adult  respiratory  distress  syndrome  does  not 
usually  appear  until  the  fourth  or  fifth  postburn 
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day  and  may  be  seen  at  any  time  in  the  course  of  a 
burn  injury.8 

The  clinical  signs  and  symptoms  are  indistin- 
guishable from  inhalation  injury,  pneumonia, 
pulmonary  emboli  or  congestive  heart  failure. 
Dyspnea,  tachycardia  and  tachypnea  progress  in 
severity.  Arterial  blood  gases  reflect  hypoxemia 
and  respiratory  alkalosis  uncorrected  by  oxygen 
administration.  Radiological  findings  may  be 
minimal  or  absent  early  in  the  course  of  the  dis- 
ease. Progressive  hypoxemia  despite  an  increase 
in  the  concentration  of  inspired  oxygen  implies 
intrapulmonary  shunting  which  usually  responds 
to  increasing  levels  of  positive  end-expiratory 
pressure  and  mechanical  ventilation.  The  use  of 
albumin  products  to  maintain  plasma  oncotic 
pressure  is  controversial  at  this  time.  Because 
the  pulmonary  edema  is  non-cardiogenic  in  ori- 
gin, diuretics  are  rarely  indicated  in  the  treat- 
ment of  the  respiratory  distress  syndrome. 

The  diagnosis  and  treatment  of  the  underlying 
abnormality,  expecially  when  sepsis  or  pneu- 
monia is  present,  is  of  prime  importance.  If  these 
remain  untreated,  the  patient  usually  suffers  a 
downhill  course  ending  in  death. 

The  use  of  positive  end-expiratory  pressures 
up  to  30  cm  of  water  and  peak  inspiratory  pres- 
sures up  to  100  cm  of  water  have  produced  some 
survivors  in  this  group  of  severely  ill  patients, 
although  barotrauma  and  depression  of  cardiac 
output  is  a frequent  complication  of  this  therapy. 
Patients  requiring  this  degree  of  ventilatory  sup- 
port need  careful  cardiovascular  monitoring  with 
Swan-Ganz  catheters  and  management  by  physi- 
cians experienced  in  these  techniques. 

Tracheostomy  is  avoided  if  possible  in  burned 
patients.  Achaver  has  shown  a much  higher  inci- 
dence of  sepsis  in  burned  patients  with  tracheos- 
tomies as  opposed  to  endotracheal  intubation.9 
When  prolonged  intubation  (greater  than  7-10 
days)  is  necessary  or  upper  airway  problems  are 
present,  tracheostomy  should  be  performed 
under  optimal  conditions  when  burn  edema  has 
subsided. 

RESTRICTION  OF  RIB  CAGE  EXCURSION 

One  further  cause  for  respiratory  failure  in  the 
burned  patient  is  restriction  of  respiratory  excur- 
sions of  the  rib  cage  from  burn  eschars  forming  on 
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the  burned  chest.  The  usual  treatment  for  this  is 
bilateral  escharotomies,  freeing  the  floating  ribs 
and  beginning  just  below  the  axilla. 

The  physician  must  be  constantly  aware  of  the 
possibility  of  multiple  pulmonary  complications 
in  burned  patients.  Careful  attention  to  the  his- 
tory and  physical  examination  as  well  as  frequent 
arterial  blood  gas  determinations  should  alert 
one  to  these  complications  at  an  early  stage.  Ag- 
gressive, early  respiratory  therapy,  avoidance  of 
fluid  overload,  and  proper  use  of  antibiotics  con- 
tinue to  lower  the  incidence  of  severe  pulmonary 
complications  in  this  high  risk  group  of  patients. 

SUMMARY 

Recent  advances  in  the  care  of  the  burned 
patient  have  led  to  a significant  reduction  in 
deaths  and  complications  due  to  burn  shock  and, 
to  a lesser  extent,  burn  wound  sepsis.  The  result- 
ing increases  in  the  survival  times  of  these  pa- 
tients has  led  to  an  increasing  incidence  of  re- 
spiratory complications  which  had  not  been  ap- 
preciated previously.  Early  recognition  of  re- 
spiratory problems  and  aggressive  supportive 
management  are  the  current  keys  to  a successful 
outcome.  □ 
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The  first  successful  renal  transplant  between 
identical  twins  was  performed  more  than  a quar- 
ter of  a century  ago  by  a team  led  by  Dr.  John  P. 
Merrill  of  Boston.  Subsequently  more  than 
10,000  renal  transplants  have  been  performed  in 
the  United  States  alone.  This  remarkable  growth 
was  made  possible  by  the  assumption  of  pay- 
ments for  the  care  of  patients  with  end  stage  renal 
disease  (ESRD)  by  Medicare.  In  these,  experi- 
ence has  shown  that  a successful  renal  transplant 
has  the  best  potential  for  rehabilitation.  In  addi- 
tion, renal  transplantation  is  the  most  cost  effec- 
tive form  of  therapy  currently  available,  a factor 
that  can  hardly  be  ignored  with  the  cost  of  treat- 
ment of  patients  with  ESRD  expected  to  exceed 
$2  billion  per  year  by  1984.  Rejection  remains 
the  major  problem  and  is  the  most  common  cause 
of  graft  loss.  One  variety  of  rejection,  the  hyper- 
acute form,  caused  by  preformed  antibodies,  has 
been  almost  eliminated  by  the  use  of  sensitive 
cytotoxic  assays  (cross  match)  prior  to  transplan- 
tation. The  assessment  of  the  role  of  renal  trans- 
plantation is  best  made  under  two  separate 
categories  based  on  the  source  of  kidneys,  i.e., 
living  related  donor  or  cadaver  transplants. 

LIVING  RELATED  DONOR 
(LRD)  TRANSPLANTATION 

In  LRD  transplantation  a close  relative  do- 
nates a kidney  for  the  purpose  of  transplantation. 
At  the  present  time  only  siblings,  parents  and 
occasionally  adult  children  are  used  as  donors. 
Prerequisites  include  ABO  Compatibility, 
matching  for  at  least  1 haplotype  on  HLA  (Hu- 
man Leukocyte  Antigen)  typing,  and  low  stimu- 
lation in  MLC  (Mixed  Lymphocyte  Culture,  a 
measure  of  the  cellular  proliferative  response). 
An  organ  obtained  from  a donor  who  is  a low 
stimulator  in  MLC  has  a considerably  higher 
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chance  of  success  than  one  derived  from  a high 
stimulator.1  For  this  reason  many  centers,  in- 
cluding MUSC,  pay  more  attention  to  MLC  than 
to  HLA  typing  to  select  a related  donor.  Under 
these  conditions,  LRD  not  only  offers  a higher 
success  rate  but  also  a lower  patient  mortality 
when  compared  to  chronic  hemodialysis.  Two 
year  patient  and  graft  survival  as  high  as  100%  in 
HLA  identical  sibling  transplants  have  been  re- 
ported.2 A graft  function  rate  of  85%  at  two  years 
can  consistently  be  obtained  in  this  combina- 
tion.3 Our  own  experience  with  living  related 
donors  has  been  limited;  however,  of  12  LRD 
transplants  performed  since  1974  there  have 
been  only  two  graft  losses  (one  from  renal  vein 
thrombosis  and  one  resulting  from  voluntary  dis- 
continuation of  immunosuppression)  and  no 
deaths.  These  factors  make  living  related  donor 
transplant  the  preferred  method  of  managment 
of  a patient  with  end-stage  renal  disease  when  it 
is  feasible. 

CADAVER  TRANSPLANTATION 

This  is  by  far  the  most  common  type  of  renal 
transplantation.  Many  physicians  consider  the 
cadaver  as  an  organ  source  ethically  and  morally 
more  acceptable  because  it  does  not  involve  the 
potential  risks  of  removing  a normal  kidney  from 
a healthy  person.  Approximately  two-thirds  of 
the  transplants  performed  in  the  United  States 
and  about  90%  of  the  transplants  performed  at 
MUSC  belong  to  this  group.  Thus,  cadaver  renal 
transplantation  is  a firmly  established  approach 
to  the  management  of  a patient  with  end  stage 
renal  disease.  At  the  same  time  considerable  con- 
troversy surrounds  its  proper  role  because  until 
recently  the  patient  mortality  after  cadaver 
transplantation  had  been  unacceptably  high 
(25-30%  at  one  year).3  This  may  account  for  the 
slight  decrease  in  the  total  number  of  cadaver 
transplants  being  performed  in  the  United  States 
during  the  last  few  years.  Recently,  transplant 
surgeons  have  recognized  that  the  major  cause  of 


January,  1980 


21 


RENAL  TRANSPLANTATION 


mortality  is  unrestrained  immunosuppression. 
Having  recognized  this,  the  patient  management 
has  been  altered  in  many  centers  and  has  re- 
sulted in  a progressive  decline  in  patient  mortal- 
ity.4 At  MUSC,  the  protocol  for  immunosup- 
pression was  changed  in  1975.  This  emphasized 
better  patient  preparation  prior  to  being  consid- 
ered for  transplantation,  meticulous  surgical 
technique,  a low  dose  immunosuppressive  regi- 
men and  early  abandonment  of  rejecting  allo- 
grafts. This  has  resulted  in  a striking  decrease  in 
the  patient  mortality  without  affecting  the  graft 
survival  significantly  (49.5%  at  2 yrs.).5  Since 
1975,  92  cadaver  renal  transplants  have  been 
performed  in  this  institution  with  four  deaths, 
only  one  of  which  was  due  to  sepsis.  The  other 
three  were  due  to  a cerebrovascular  accident, 
diabetic  ketoacidosis  and  a death  from  unknown 
causes  after  transplant  nephrectomy  in  another 
hospital.  This  reduction  in  patient  mortality  to 
less  than  5%  per  year,  makes  cadaver  transplan- 
tation more  acceptable  and  compares  favorably 
with  the  risks  of  any  other  form  of  therapy  that  is 
currently  available.  Furthermore,  because  of 
this  decrease  in  mortality,  high  risk  patients  (el- 
derly, diabetic)  are  being  accepted  with  increas- 
ing frequency  as  candidates  for  cadaver  trans- 
plantation. The  one  disillusioning  factor  is  that 
there  has  been  no  significant  improvement  in  the 
graft  survival  rate  which  is  approximately  50%  at 
one  year  during  the  past  10  years. 

TISSUE  TYPING 

Attempts  to  improve  the  cadaver  graft  survival 
by  using  HLA  typing  in  selecting  the  donor/ 
recipient  combination  have  been  disappointing. 
The  constraints  of  time  do  not  allow  the  MLC 
(which  generally  takes  5-7  days)  to  be  used.  The 
premise  that  matching  for  the  MLC  locus  would 
be  helpful  has  focused  attention  recently  on 
B-cell  or  DR  typing.  These  B-cell  antigens  ap- 
pear to  be  closely  linked  or  identical  to  the  D 
locus  antigens  which  have  an  overriding  influ- 
ence on  the  MLC  response.  Several  studies 
utilizing  matching  for  B-cell  antigens  are  cur- 
rently underway  and  the  early  reports  are  en- 
couraging. 

ANTI-LYMPHOCYTE  SERUM 

Since  the  lymphocyte  is  the  predominant  cell 
involved  in  the  rejection  of  allografts,  it  has  al- 
ways been  attractive  to  use  an  antiserum  directed 
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specifically  against  the  lymphocyte  to  obviate  re- 
jections. This  idea  was  first  proposed  by  Starzl 
and  of  the  currently  available  immunosuppresive 
agents,  a heterologous  antiserum  directed 
against  human  lymphocytes  is  one  of  the  most 
effective.  Thomas,  in  a controlled  double  blind 
study,  has  shown  that  there  was  a marked  im- 
provement in  graft  survival  using  ATG  (an- 
tithymocyte globulin)  prepared  in  rabbits.6 
Widespread  use  of  this  agent  has  been  prevented 
by  the  problems  of  standardization  and  produc- 
tion. One  can  get  an  idea  of  the  problems  in- 
volved when  it  is  considered  that  the  best  source 
of  lymphocytes  for  producing  the  serum  is  fresh 
human  thymus,  that  prolongation  of  subhuman 
primate  skin  grafts  appear  to  be  the  best  method 
of  monitoring  its  biologic  activity  and  extensive 
purification  and  absorption  is  required  prior  to  its 
use  in  humans. 

THORACIC  DUCT  DRAINAGE 

There  has  been  a resurgence  of  interest  in 
using  thoracic  duet  drainage  to  obtain  lympho- 
cyte depletion  as  an  adjunct  to  conventional  im- 
munosuppressive therapy.  Although  this  is  not 
new,  one  of  the  most  enthusiastic  recent  advo- 
cates of  this  approach  has  been  Starzl,  who  has 
reported  improved  graft  survival  in  patients  after 
thoracic  duct  drainage  and  that  patients  who 
were  presensitized  could  be  subjected  to  renal 
transplantation  successfully  after  prolonged 
drainage  even  in  the  face  of  a positive 
crossmatch.7  Johnson,  who  has  the  largest  ex- 
perience with  this  method8  has  reported  a graft 
survival  in  the  range  of  75%  in  high  risk  patients 
who  underwent  cadaver  renal  transplantation 
after  thoracic  duct  drainage.  The  disadvantage  of 
thoracic  duct  drainage  is  that  as  currently  prac- 
ticed, it  is  cumbersome,  requires  prolonged  hos- 
pitalization (40-60  days)  and  strains  the  resources 
of  the  nursing  and  the  transplant  team.  If  a sim- 
pler method  of  removing  the  lymphocytes  from 
the  thoracic  duct  lymph  could  be  developed,  or, 
better  yet,  if  selective  ablation  of  responsiveness 
could  be  achieved  as  shown  experimentally  by 
Fitts  at  this  institution,9  this  approach  would  be 
most  attractive. 

BLOOD  TRANSFUSIONS 

An  interesting  recent  observation  is  the  rela- 
tionship between  pre-operative  blood  transfu- 
sion and  graft  survival.  Opelz  and  Terasaki  re- 
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ported  that  pre-transplant  blood  transfusion  had 
a beneficial  effect  on  the  outcome  of  cadaver 
grafts.10  Furthermore,  they  found  that  the  graft 
survival  increased  with  increasing  numbers  of 
transfusions.  This  observation  has  been  con- 
firmed by  several  other  workers  in  retrospective 
studies.  Considerable  controversy  surrounds  the 
use  of  deliberate  pre-transplant  transfusions  to 
achieve  improved  graft  survival.  In  addition, 
consensus  does  not  exist  about  the  type  of  blood 
that  should  be  used  and  the  amount  which  is 
necessary.  Until  a prospective  study  validates 
the  finding  that  graft  survival  can  be  improved 
and  allays  the  concern  that  many  patients  may 
become  highly  sensitized,  making  transplanta- 
tion impossible,  and  thus  may  become  untrans- 
plantable,  we  feel  that  the  present  policy  of 
employing  transfusions  when  medically  neces- 
sary should  continue. 

CYCLOSPORIN  A 

One  of  the  more  exciting  products  to  come 
upon  the  horizon  is  the  fungal  metabolite  cyclos- 
porin A.  This  drug  inhibits  both  humoral  and 
cellular  response  in  vivo.  Striking  success  has 
been  reported  in  experimental  allografts  with  the 
use  of  this  drug.  Of  particular  interest  is  the  study 
of  Green  and  Allison  who  found  that  prolonged 
graft  function  of  rabbit  kidney  allografts  could  be 
obtained  even  after  the  drug  was  discontinued. 11 
They  have  suggested  that  this  may  be  due  to 
clonal  depletion.  Enthusiasm  for  this  drug  has 
been  tempered  by  the  reported  nephrotoxicity 
and  hepatotoxicity  in  the  human.  Further  studies 
are  indicated  to  evaluate  the  efficacy  of  this  drug. 

IMMUNOLOGICAL  ENGINEERING 

The  term  immunological  engineering  in  the 
context  of  transplantation  refers  to  a method  of 
manipulating  the  immune  mechanism  with  the 
object  of  making  the  host  accept  a foreign  graft. 
Rappaport  and  associates  have  shown  that  it  is 
possible  to  produce  non-responsiveness  to  allo- 
grafts after  total  body  irradiation  and  reconstitu- 
tion of  the  host  with  autologous  frozen  marrow. 12 
Van  Rood  has  reported  that  induction  of  non- 
responsiveness to  cell  mediated  cytotoxicity 
(CML)  is  possible  with  a combination  of  pre- 
transplant blood  transfusions  and  matching  for 
the  DR  locus.13  Considerable  attention  also  has 
been  directed  to  the  role  of  suppressor  cells  in 
the  induction  of  transplantation  tolerance.  Sup- 
pressor cells  appear  to  be  a sub-population  of 


T-lymphocytes  having  the  capacity  to  suppress 
the  immune  response;  the  advantages  of  specific 
suppression  are  obvious.  It  is  hoped  that  these 
new  approaches  can  be  developed  to  the  clini- 
cally applicable  stage  so  that  the  disadvantage  of 
immunosuppression  as  it  is  practiced  today  may 
be  overcome. 

SUMMARY 

Despite  a conspicuous  lack  of  improvement  in 
the  success  of  mismatched  grafts  during  the  past 
decade,  the  science  of  transplantation  has  made 
considerable  progress.  The  recent  trends  in  im- 
munosuppression, better  understanding  of  the 
rejection  process  and  the  role  of  suppressor  cells 
suggest  that  the  mythical  chimera  may  yet  be 
within  our  grasp.  □ 
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HYPOTHERMIA  IN  CLINICAL  PRACTICE* 


JOHN  M.  KRATZ,  M.D. 
ROBERT  M.  SADE,  M.D. 


HISTORICAL  BACKGROUND 

Reports  of  the  use  of  hypothermia  in  clinical 
practice  date  to  at  least  3500  BC  when  the  Edwin 
Smith  papyrus  reported  the  use  of  cold  applica- 
tion for  wounds.  A landmark  for  the  use  of  cold  in 
the  treatment  of  patients  came  in  approximately 
20  BC  when  the  head  of  Caesar  Augustus  was 
immersed  in  cold  water  for  the  treatment  of  a 
malady.  The  results  were  so  satisfactory  that  Au- 
gustus decreed  the  income  of  physicians  to  be  tax 
free.  Modern  use  of  hypothermia  began  in  1952 
when  Lewis  and  Tauffic  reported  the  closure  of 
an  atrial  septal  defect  under  direct  vision  with  the 
use  of  hypothermia  and  circulatory  arrest. 1 

PHYSIOLOGY  OF  HYPOTHERMIA 

The  physiologic  effects  of  hypothermia  are  di- 
verse and  must  be  understood  by  the  physician 
using  this  modality  as  a clinical  technique.  Alter- 
ations of  the  metabolic,  neurologic  and  car- 
diovascular functions  of  the  body  are  of  principle 
concern. 

Nearly  every  metabolic  function  of  the  body  is 
affected  by  hypothermia,  including  oxygen  con- 
sumption and  lactate  production,  with  accom- 
panying changes  in  pH.  The  purpose  in  the  clini- 
cal use  of  hypothermia  is  to  decrease  the 
metabolism  of  tissues  that  are  pathologically  is- 
chemic or  will  be  therapeutically  rendered  is- 
chemic. Oxygen  consumption  of  tissues  is  ap- 
proximately V 12  of  normal  when  the  temperature 
has  been  reduced  to  10°  C (Table  I).  The  brain  is 
the  organ  most  sensitive  to  ischemia.  We  have 
found  that  cerebral  oxygen  consumption  falls 
during  hypothermia  and  rises  to  normal  levels 
after  one  to  two  hours  of  circulatory  arrest  at 


* From  the  Department  of  Surgery,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29403. 


15-20°. 2 During  hypothermic  circulatory  arrest 
in  children  undergoing  heart  surgery,  the  blood 
pH  remains  normal;  however,  investigations 
with  a muscle  pH  probe  have  demonstrated  a 
steady  fall  in  muscle  pH  associated  with  this 
technique,  accompanied  by  a steady  rise  in 
serum  lactate  levels.  These  parameters  return  to 
normal  after  several  hours  (Fig.  1). 

The  electroencephalogram  shows  progressive 
decrease  in  wave  amplitude  and  frequency  dur- 
ing hypothermia,  and  activity  stops  entirely  at 
around  20°  C.  During  rewarming,  the  EEG 
demonstrates  electrical  activity  of  the  brain  only 
after  30°  C is  reached. 

Peripheral  vascular  resistance  during  hypo- 
thermia steadily  rises.  This  is  accompanied  by  a 
relatively  constant  ventricular  stroke  volume  and 
a declining  heart  rate  which  is  proportional  to  the 
degree  of  hypothermia.  The  result  is  a steady 
decrease  in  cardiac  output  associated  with  in- 
creasing hypothermia;  since  the  metabolic  de- 
mands are  also  decreasing,  metabolic  acidosis 
develops  very  slowly  or  not  at  all. 

APPLICATIONS 

Regional  hypothermia:  Hypothermia  is  useful 


TABLE  I.  Oxygen  Consumption  During  Hypothermia 

TEMPERATURE  OXYGEN  CONSUMPTION 
(Degrees  Centigrade)  (Fraction  of  normal) 


37° 

1 

32° 

% 

28° 

% 

25° 

y3 

10° 

Vl2 

Oxygen  consumption  measured  in  dogs  with  increasing 
hypothermia;  from  Rosomoff  H.L.:  Relation  of  Metabolism 
to  Hypothermia.  Res  Publ  Assoc  Res  Nerv  Ment  Dis 
41:116-126,  1966. 
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FIGURE  1.  Serum  lactate,  muscle  pH,  and  arterial  pH  of  a 
patient  undergoing  hypothermic  circulatory  arrest  during 
the  perioperative  period. 

both  regionally  and  for  the  whole  body.  Its  im- 
pact has  been  greatest  in  cardiac  surgery,  but 
application  of  hypothermic  techniques  to  iso- 
lated organs  has  been  found  useful  in  many  clini- 
cal situations.  Survival  of  the  critically  ill  patient 
with  gangrene  of  the  leg  may  be  enhanced  by 
freezing  of  the  gangrenous  leg  and  isolation  with 
tourniquets  until  the  clinical  situation  becomes 
stable  enough  to  allow  safe  standard  amputation. 
For  many  years,  the  transplant  surgeon  has  made 
use  of  the  observation  that  an  ischemic  donor 
organ  will  survive  longer  if  made  hypothermic 
until  its  implantation  into  the  recipient. 

Operative  procedures  on  organs  of  the  body 
which  require  ischemia  of  that  organ  during 
surgery  are  made  significantly  safer  with  local 
hypothermic  techniques.  This  has  been  found  to 
be  especially  applicable  in  cardiac  surgery. 
Hypothermia  of  the  myocardium  during  is- 
chemic arrest  of  the  heart  is  an  essential  portion 
of  current  techniques  of  myocardial  preservation 
and  has  led  to  significantly  decreased  myocardial 
injury  and  mortality  in  open  heart  surgery.  Dur- 
ing ischemic  arrest  of  the  heart,  the  myocardium 
may  be  cooled  either  by  surface  cooling  or  perfu- 
sion of  the  myocardium  with  ice  cold  solutions. 
In  most  applications,  the  perfusion  technique  has 
been  found  to  lead  to  more  reliable  and  uniform 
cooling  of  the  myocardial  muscle. 

Systemic  hypothermia:  Systemic  hypothermia 
allows  the  patient  to  be  subjected  to  extremely 
low  flows  or  in  some  cases  to  total  circulatory 
arrest  for  extended  periods  of  time  as  required 
for  some  operative  procedures.  Special  neuro- 
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surgical  procedures,  such  as  excision  of  large  vas- 
cular malformations,  have  benefitted  from  this 
technique.  The  most  significant  advances,  how- 
ever, have  been  made  in  cardiovascular  surgery. 
Some  infants  with  congenital  heart  disease  re- 
quire correction  or  palliation  during  the  early 
weeks  and  months  of  life;  such  operations  have 
previously  been  associated  with  a very  high  mor- 
tality. With  the  availability  of  hypothermia  and 
circulatory  arrest,  the  morbidity  and  mortality 
associated  with  surgery  in  these  very  small  chil- 
dren has  been  greatly  decreased.  Figure  2 dem- 
onstrates the  extremely  small  size  of  some  of 
these  children,  suggesting  the  difficulty'  in  using 
cardiopulmonary  bypass  and  performing  an  in- 
tracardiac operation.  The  principle  advantages  of 
the  deep  hypothermia  and  circulatory  arrest 
technique  for  these  infants  are  two.  With  the 
cessation  of  circulation  the  surgeon  is  able  to 
obtain  a totally  bloodless  operative  field  for 
adequate  vision  within  the  heart.  In  addition,  in 
the  state  of  circulatory  arrest,  fewer  cannulas  are 
required  in  the  heart  and  great  vessels,  permit- 
ting better  exposure  of  the  tiny  chambers. 

An  example  of  this  application  is  treatment  of 
the  child  with  tetralogy  of  Fallot  requiring 
surgery  during  infancy.  The  combined  mortality 
of  two-step  palliative  procedure  followed  by  a 
corrective  procedure  at  an  older  age  is  approxi- 
mately 40  to  50%.  With  the  availability  of 
hypothermia  and  circulatory  arrest,  these  chil- 
dren can  now  be  primarily  repaired  in  infancy 
with  mortality  rates  of  10  to  15%.  Total  anoma- 
lous pulmonary  venous  connection  cannot  be 
treated  with  a palliative  operation  and  frequently 
required  correction  in  the  first  few  days  of  life. 


FIGURE  2.  A illustration  of  the  very  small  size  of  infants 
who  may  require  open  heart  surgery  in  the  early  days  of  life. 
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We  have  reported  that  the  use  of  circulatory 
arrest  and  deep  hypothermia  has  also  greatly 
reduced  mortality  in  patients  with  this  defect.3 

Major  vascular  lesions  also  may  lend  them- 
selves to  the  use  of  hypothermia  with  circulatory 
arrest.  The  repair  of  aneurysms  of  the  transverse 
aortic  arch  has  been  associated  with  mortalities 
over  50%.  Recent  reports  of  the  use  of  hypo- 
thermia and  circulatory  arrest  for  their  repair  cite 
mortalities  as  low  as  16%. 4 

Hypothermia  has  become  an  increasingly  use- 
ful clinical  tool  in  recent  years.  Investigation  and 
experience  will  produce  better  understanding  of 
its  physiology  and  better  techniques  for  its  appli- 


cation. Indications  for  the  use  of  hypothermia  can 
be  expected  to  broaden  in  future  years.  □ 


REFERENCES 

1.  Lewis  FJ,  Taufie  M:  Closure  of  atrial  septal  defect  with  the 
aid  of  hypothermia;  experimental  accomplishments  and 
the  report  of  a successful  case.  Surgery  33:52-59,  1953. 

2.  Sade  RM,  Fisher  EG,  Castaneda  AR:  Hypothermic  cir- 
culatory arrest.  Cerebral  circulation  and  metabolism.  Eur 
Surg  Res  8:35-36,  1976  (Suppl.  2). 

3.  Sade  RM,  Williams  RG,  Castaneda  AR:  Corrective 
surgery  for  congenital  cardiovascular  defects  in  early  in- 
fancy. Am  Heart  J 90:656-664,  1975. 

4.  Ott  DA,  Frazier  DH,  Cooley  DA:  Resection  of  the  aortic 
arch  using  deep  hypothermia  and  temporary  circulatory 
arrest.  Circulation  58:222-231,  1978  (Suppl.  1). 


A Public  Service  of  this  magazine 


&The  Advertising  Council 


Last  year  millions  upon  millions 


counted  on  us. 


Red  Cross. 


Wfe’re 

▼ TV  1 V. 

counting 

“""on 

you. 


The  Good  Neighbor. 


January,  1980 


31 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Spain/Portugal 

Adventure 

Come  to  spring  in  the  sparkling  lands  of 

Iberia... Lisbon,  the  Costa  del  Sol  and  Madrid. 

With  an  Optional  Excursion  to  Seville 

Iberia  is  the  Prado,  the  Moorish  walls  of  Toledo  and  the  Alhambra  in  Granada.  It’s  the  click  of  fiery  flamenco  heels. 

The  ole’s  of  bullfights.  The  haunting  sounds  of  the  Fado  singers. 

It’s  gazpacho,  paella  and  fine  port  wines.  It’s  beautiful  beaches,  golden  sunshine  and  the  perfect  time  to  go. 

With  INTRAV,  of  course. 

Departing  Columbia,  S.  C.,  May  27,  1980 
Via  TWA  wide-bodied  trans-Atlantic  jets 

for 

14  Sun  and  Fun  Filled  Days  in  Iberia  On  a Deluxe  Trip  Limited  to  90  Exclusive  INTRAV  passengers 

$1719 


includes  round  trip  scheduled  flights,  accommodations  at  the  best  hotel  in  each  city,  full  American  breakfast  each  day 

and  dinner  each  evening  at  a selection  of  the  finest  restaurants. 


Find  Out  Why  INTRAVLERS  Keep  Coming  Back . . . 

Make  your  Spain/Portugal  Adventure  Reservations  Today. 


Send  to:  SCMA 

Enclosed  is  my  check  for  $ 

P.  0.  Box  11188 
Columbia,  S.  C.  29211 

Name  (s) 

($100  per  person)  as  deposit. 

(LAST) 

Home  Address 

(FIRST) 

(SPOUSE) 

Citv 

Stafp 

7in 

REQUIEM  — “THE  AD  ON  THE  COVER” 


Over  the  years,  we  have  had  frequent  criti- 
cisms from  readers  that  the  appearance  of  the 
Journal  suffered  from  the  presence  of  the  “ad  on 
the  cover.”  Our  explanation  was  that  state  medi- 
cal journals  have  experienced  financial  hard 
times  for  a number  of  years,  and  that  our  journal 
joins  many  others  in  an  organization  called  the 
State  Medical  Journal  Advertising  Bureau.  This 
agency  solicits  necessary  advertisements,  includ- 
ing a contract  with  the  Dista  division  of  Eli  Lilly 
and  Company  to  carry  an  “ad  on  the  cover”  of  a 
number  of  member  journals,  including  ours. 

With  the  criticisms  becoming  increasingly  fre- 
quent, we  suggested  to  Eli  Lilly  and  Company, 
through  the  State  Medical  Journal  Advertising 


PROSPECTUS:  THE  EIGHTIES 


An  old  Gullah  aphorism  declares:  “I  don’t 
know  where  I’se  gwine,  but  I sho  nuff  knows 
where  I’se  been!”  The  New  Year  traditionally 
occasions  retrospective  self-study,  and  the  be- 
ginning of  a new  decade  — the  eighties  — pro- 
vides a special  occasion. 

It  is  a truism  that  professions  prosper  when 
nations  prosper.  It  was  no  accident  that  Hippo- 
cratic medicine  flourished  during  the  Age  of 
Pericles.  It  was  no  accident  that  French  and 
German  medicine  flourished  during  the 
nineteenth  century,  and  that  the  great  contribu- 
tions of  British  medicine  were  made  during  En- 
gland’s preeminence  in  world  affairs.  It  was  no 
accident  that  the  emergence  of  world  leadership 
by  American  medicine  paralleled  the  rise  of 


Bureau,  that  they  consider  removing  the  ad  from 
the  cover  and  placing  it  in  any  other  position.  We 
are  delighted  to  report  that  Eli  Lilly  and  Com- 
pany has  granted  this  request.  Beginning  with 
this  issue,  we  will  feature  a photograph  on  the 
cover.  Readers  are  encouraged  to  submit  black- 
and-white  photographs  for  possible  reproduction 
on  our  cover  — with  proper  acknowledgements. 
Initially,  we  suggest  that  such  photographs  might 
illustrate  some  aspect  of  medicine  or  medical 
history  in  our  state.  Our  choice  for  the  present 
issue  is  the  SCMA  building  in  Columbia;  it  oc- 
curred to  us  that  many  of  our  members  have  not 
yet  visited  us. 

— CSB 


America  after  the  Industrial  Revolution  and  the 
world  wars.  The  1950’s  and  1960’s  were  times  of 
high  confidence  in  our  national  outlook,  and  this 
was  certainly  true  also  of  medicine.  The  scientific 
method  — in  practice  and  in  medical  centers  — 
flourished  as  perhaps  never  before. 

Among  the  characteristics  of  Golden  Ages  is 
that  they  become  evident  only  in  retrospect. 
Athenians  during  the  Age  of  Pericles  seldom,  if 
ever,  rose  to  declare:  “Say,  this  is  a Golden  Age!” 
Such  utterances  were  equally  improbable  in 
physicians’  offices  and  hospital  corridors  during 
the  1950’s  and  1960’s.  The  suggestion  that  we 
may  be  nearing  the  end  of  such  an  age,  however, 
is  becoming  commonplace. 

At  the  time  of  this  writing,  Americans  are 
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being  held  hostage  in  Iran  and  there  is  a surging 
national  sense  of  both  outrage  and  frustration. 
The  value  of  the  dollar  is  falling;  interest  rates  are 
rising.  Self-doubt  reverberates  through  the 
pages  of  our  periodicals.  A best-seller  advises 
citizens  how  to  prosper  in  the  coming  hard  times. 
In  our  darkest  thoughts,  the  prospect  of  the 
eighties  brings  the  scenes  of  the  novel,  1984.  Or, 
alternately,  it  brings  the  following  scene  from  a 
novel  by  Walker  Percy  (who,  incidentally,  is  a 
Southern  physician): 

“.  . . our  beloved  old  U.S.A.  is  in  a bad  way. 
Americans  have  turned  against  each  other; 
race  against  race,  right  against  left,  believer 
against  heathen,  San  Francisco  against  Los 
Angeles.  . . . Vines  sprout  in  sections  of  New 
York.  . . . Wolves  have  been  seen  in  down- 
town Cleveland,  like  Rome  during  the  black 
plague.  . . -”1 

Such  bad  times,  should  they  occur,  would  surely 
affect  our  great  profession.  In  England,  social 
and  economic  malaise  has  been  paralleled  by  an 
increasingly  frustrated  medical  profession, 
whose  editorials  reflect  demoralization  both  in 
practice  and  in  the  schools. 


In  recent  months,  I have  had  the  privilege  of 
talking  with  practicing  and  academic  physicians 
from  all  sections  of  our  country.  It  is  refreshing  to 
observe  that  both  practice  and  research  seem  to 
flourish  — there  is  no  widespread  or  universal 
pessimism.  But  with  the  problems  and  potential 
problems  faced  by  the  nation  and  the  western 
world,  it  would  seem  prudent  to  predict  that  the 
eighties  will  be  a decade  of  major  re-evaluation 
and  change.  Re-evaluation  and  change  will  al- 
most certainly  be  mandated  by  the  energy  short- 
age alone,  and  there  are  enough  uncertainties  in 
today’s  world  to  make  us  cautious  about  many 
other  potential  problems.  For  us  in  medicine, 
the  only  certainty  would  seem  to  be  that  we  can 
best  preserve  our  healthy  condition  by  maintain- 
ing constructive  dialogue  among  ourselves  and 
with  our  people  — and  by  unity. 

— CSB 
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Send  dues  statement  and  check  to: 
P.  O.  Box  11188 
Columbia,  S.  C.  29211 


ERRATUM 

The  fact  that  Ronald  V.  Wade,  M.D., 
F.A. C.O.G.,  is  from  the  University 
of  South  Carolina  School  of  Medi- 
cine, Columbia,  South  Carolina 
29208  was  omitted  in  the  publication 
of  his  article,  “The  Low-Birth  Weight 
Infant:  Obstetrical  Perspectives,” 
which  appeared  in  the  December, 
1979  issue  of  The  Journal.  The  Jour- 
nal staff  regrets  this  error. 
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LETTERS  TO  THE  EDITOR 


To  the  Editor: 

I am  writing  with  great  interest  about  the  lead 
article  entitled  “The  Laser  — Death  Ray???  Life 
Ray!!”  that  appeared  in  the  October  1979  issue  of 
The  Journal.  There  were  a few  statements  on 
photocoagulation  of  the  eye  that  should  be 
clarified. 

First,  it  should  not  be  implied  that  Dr.  Leon 
Goldman  was  the  first  to  use  laser  in  eye  surgery 
in  1969.  Dr.  Goldman  has  treated  port  wine 
stains  of  the  face  and  eyelids,  but  never  in  the 
eye.  Dr.  Goldman’s  contributions  to  ophthal- 
mology additionally  included  helping  Dr.  Fran- 
ces A.  L’Esperance,  who  used  the  first  argon 
laser  in  ophthalmology.  Dr.  Nainger  Kapany  de- 
veloped the  first  ophthalmic  laser  under  an  NIH 
grant  between  1961  and  1962.  The  late  Dr.  H. 
Christian  Zweng  and  Dr.  Milton  Flocks  of  Palo 
Alto,  California  were  the  first  to  burn  a human 
retina  with  the  prototype  laser  developed  by  Dr. 
Kapany.  The  history  of  laser  in  South  Carolina 
and  in  ophthalmology  was  well  presented  in  this 
same  journal  in  January  1968.  The  first  laser  used 
in  South  Carolina  for  ophthalmology  was  donated 
by  the  Lions  Club  to  the  Medical  University  of 
South  Carolina  in  April  1965.  Dr.  William  W. 
Vallotton,  Professor  and  Chairman  of  the  De- 
partment of  Ophthalmology  at  the  Medical  Uni- 
versity, performed  the  first  laser  photocoagula- 
tion  within  the  state  at  that  time. 

Secondly,  the  author  quotes  Dr.  Gerald 
Stiegler’s  1977  paper  on  “The  New  Glaucoma 
Research  Laser.”  It  should  not  be  implied  that 
Dr.  Stiegler  originated  the  first  super  laser  or  the 
procedures  for  glaucoma  that  he  discusses.  Dr. 
Krasnov  from  Moscow  presented  a large  series  of 
glaucoma  operations  performed  with  his  laser  at 
The  First  International  Ophthalmological  Photo- 
coagulation Congress  in  1975.  Dr.  Krasnov’s  suc- 
cess was  possible  because  of  a million-plus  watt, 
pulsed,  Q-switched  laser  that  he  developed  from 
a military  laser.  The  glaucoma  procedures  de- 
scribed have  been  performed  at  the  Medical 
University  since  the  early  seventies.  The  first 


iridotomy  performed  on  a human  eye  was  by 
Meyer-Schwickerath  with  the  zenon  arc  photo- 
coagulator in  1956.  A number  of  people  reported 
successful  glaucoma  procedures  using  various 
lasers  in  the  late  sixties  and  throughout  the 
seventies.  The  major  problem  with  ophthalmic 
lasers  has  been  that  they  are  of  such  low  power 
that  they  do  not  consistently  produce  good  re- 
sults in  glaucoma  surgery.  The  latest  report  of 
laser  iridotomy  by  Dr.  Yassur  from  Petah  Tiqva, 
Israel  using  four  watts  from  an  argon  laser,  suc- 
cessfully produced  an  iridotomy  in  53  eyes. 
However,  he  was  unable  to  produce  the  iridot- 
omy in  a single  operative  session  in  32  of  the  53 
eyes.  Although  the  glaucoma  procedures  can, 
with  difficulty,  be  performed  on  the  present 
machines  in  the  state,  the  results  will  not  be 
highly  satisfactory  until  more  powerful  machines 
are  available. 

Thirdly,  the  current  use  of  laser  in  eye  surgery 
is  primarily  for  diabetic  retinopathy.  Other  con- 
ditions with  new  vessel  formations  in  the  eye  also 
benefit  from  use  of  laser.  Central  serous  macular 
edema,  now  called  central  serous  choroidopathy, 
is  a self  limited  disease  that  spontaneously  heals 
in  most  cases  with  no  difference  in  visual  acuity, 
whether  the  patients  are  treated  with  laser  or 
not.  Laser  sometimes  will  shorten  the  course  of 
the  disease,  but  when  I offer  the  option  of  treat- 
ment or  no  treatment  with  the  same  visual  result, 
patients  generally  tell  me  they  will  see  me  later. 
Retinal  detachments  seldom  are  treated  with 
laser,  because  successful  laser  treatment  re- 
quires that  a hole  be  flat  on  the  pigment 
epithelium,  and  this  condition  is  just  not  seen 
that  often.  Laser  is  a useful  tool  in  retinal  tears 
without  retinal  detachment.  Presumed  histo- 
plasmosis and  other  forms  of  disciform  macular 
degeneration  respond  to  laser  therapy  only  when 
the  lesion  is  critically  located  in  the  macula.  Un- 
fortunately, the  majority  of  cases  do  not  fall  into 
this  category. 

Clinical  experience  with  laser  in  ophthalmol- 
ogy has  spanned  15  years.  The  ground  work  was 
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laid  by  Meyer-Schwickerath  of  Germany  in  1947 
using  his  zenon  arc  photocoagulator  made  from  a 
war  surplus  searchlight.  Since  that  time,  many 
contributions  have  been  made  toward  safe  and 
effective  use  of  photocoagulation  in  ophthalmol- 
ogy. It  is  hoped  that  the  future  will  bring  equally 
beneficial  modalities  of  treatment. 

Jerre  K.  Chambers,  M.D. 

Department  of  Ophthalmology 

Storm  Eye  Institute 

Medical  University  of  South  Carolina 

171  Ashley  Avenue 

Charleston,  South  Carolina  29403 

References  on  request. 


To  the  Editor: 

Writing  in  behalf  of  the  Technical  Advisory 
Radiation  Control  Council,  we  wish  to  express 
our  concerns  relative  to  the  use  of  fluoroscopy 
x-ray  machines  in  this  state. 

The  use  of  fluoroscopy  for  minor  injuries  has 
been  brought  to  the  Council  s attention.  As  we 
understand,  fluoroscopy  for  minor  injuries  is 
being  done  on  a very  limited  basis  by  a few 
physicians;  regardless,  we  feel  this  needs  your 
attention. 

We  recognize  the  potential  usefulness  of  x-ray 
examinations  to  confirm  the  existence  of  a medi- 
cal problem;  however,  we  do  not  approve  the  use 
of  fluoroscopy  for  the  diagnosis  of  minor  injuries. 
This  x-ray  procedure  is  conducive  to  excessive 
radiation  exposure  to  the  patient  and  operator. 
Furthermore,  this  method  of  examination  does 
not  provide  a permanent  film  record  of  the  in- 
jured part. 

In  keeping  with  the  Council’s  concern  for 
doing  all  possible  to  reduce  the  public  exposure 
to  unnecessary  radiation,  the  Council  felt  this 
situation  warrants  your  attention.  Our  function  is 
that  of  an  advisory  council  without  disciplinary 
power;  therefore,  we  are  seeking  your  help. 

Very  truly  yours, 

U.  Hoyt  Bodie,  M.D.,  Chairman 
Technical  Advisory  Radiation  Control  Council 
S.  C.  Department  of  Health  and  Environmental 
Control 


Logical 

Deduction. 


Are  bills  turning 
your  life  story  into  “The 
Case  of  the  Disappearing 
Paycheck”?  Does  all 
your  hard-earned  money 
seem  to  vanish  without  a 
trace  left  to  save? 

Then  perhaps  you 
should  investigate  United 
States  Savings  Bonds. 

Because  saving  with 
Bonds  is  so  simple,  it’s 
elementary.  Especially 
if  you  join  the  Payroll 
Savings  Plan. 

Once  you  sign  up, 
you  see,  a small  part  of 
each  paycheck  is  auto- 
matically set  aside  to  buy 
Bonds. 

Which  means  as  soon 
as  you’re  paid,  you  save. 
Before  you’re  left  trying 
to  deduce  where  it  all 
went. 

Buy  U.S.  Savings 
Bonds  through  the 
Payroll  Savings  Plan. 

And  take  the  mystery 
out  of  saving. 
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INFORMATION 

We  encourage  original  articles  and  letters  to 
the  editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical  Associa- 
tion. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed: 

The  Editor 

JOURNAL  OF  THE  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
Post  Office  Box  11188 
Columbia,  S.  C.  29211. 

COPYRIGHT:  All  manuscripts  should  be  ac- 
companied by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  Submitted 
or  published  elsewhere,  in  entirety  or  in 
part.  I (we)  hereby  transfer,  assign,  or 
otherwise  convey  all  copyright  ownership  to 
the  South  Carolina  Medical  Association  in 
the  event  that  this  work  is  published  by  the 
SCMA.” 

The  above  takes  into  account  The  Copyright  Re- 
vision Act  of  1976,  effective  January  1,  1978.  We 
request  authors  to  advise  the  editor  of  any  prior 
or  anticipated  duplication  of  their  work  in  other 
publications.  Submission  of  material  as  a “com- 
panion article”  to  material  submitted  elsewhere 
is  discouraged. 

PRIORITY  FOR  PUBLICATION:  We  give 
priority  to  the  following  categories:  (1)  concise 
review  articles  of  clinical  topics;  (2)  case  reports 
and  other  original  observations  by  practicing 
physicians;  (3)  articles  devoted  to  social,  econom- 
ic, or  ethical  topics;  and  (4)  information  from 
government  and  other  agencies  pertinent  to  the 
health  care  of  South  Carolinians. 

Of  lower  priority,  but  still  welcome  for  consid- 
eration, are  articles  in  the  following  categories: 
(1)  historical  or  philosophical  essays,  and  (2)  orig- 
inal scientific  investigations  of  a specialized  na- 
ture. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to 
review  manuscripts  promptly.  All  manuscripts 
will  be  reviewed  by  our  editorial  office,  and  when 
indicated  the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by 
members  of  the  South  Carolina  Medical  Associa- 
tion. 


FOR  AUTHORS 

REPRINTS:  These  will  be  made  available  by  the 
publisher  at  established  rates,  at  the  time  of  mail- 
ing of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2500  words  (approxi- 
mately 8 typewritten  pages,  double-spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Simi- 
larly, tables  and  illustrations  (see  below),  should 
be  kept  to  a minimum,  and  be  specific  and  perti- 
nent. 

MANUSCRIPTS:  These  should  be  typewritten, 
double-spaced,  and  on  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s),  au- 
thor’s address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  ap- 
pear on  subsequent  pages,  to  permit  “blind”  re- 
view of  the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black-and-white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  4 small  illustrations  or  ta- 
bles, or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  not  be  mounted, 
stapled,  or  clipped.  On  the  back  side  of  each 
illustration,  the  article  title,  figure  number,  and 
top  of  figure  (but  not  the  author)  should  be  noted 
lightly  in  pencil.  Legends  for  illustrations  should 
be  typed  on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Kaunitz 
and  Lindenbaum3  . . . ” We  recommend  no  more 
than  ten  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most  in- 
stances. When  an  extensive  bibliography  is  de- 
sired, this  can  be  accomplished  at  the  author’s 
expense  or  by  noting  that  “additional  references 
are  available  from  the  author  upon  request.” 
Standard  journal  abbreviations  should  be  used, 
with  the  style  for  journal  articles  being  as  follows: 
3.  Kaunitz  JD,  Lindenbaum  J:  The  bio- 
availability of  folic  acid  added  to  wine. 
Ann  Intern  Med  87:  542-545,  1977. 
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FUTURE  DIRECTIONS  FOR  MEDICAL  EDUCATION 


The  Interim  Meeting  of  the  House  of  Delegates  of  the  AMA;  held  in  Honolulu,  Hawaii,  December 
2-5,  1979,  produced  Report  A of  the  Council  of  Medical  Education  which,  when  finalized  and  im- 
plemented, will  have  a profound  influence  on  medical  education  in  the  future. 

This  report  addresses  issues  such  as  pre-medical  education,  academic  freedom,  generalism  and 
specialism,  the  inter-face  between  the  undergraduate  and  graduate  education,  foreign  medical 
graduates,  the  role  of  American  medical  specialty  boards  and  the  role  of  the  American  Medical 
Association. 

The  Council  recommends  that  students  of  medicine  should  have  a cultural  education  in  liberal  arts 
and  science  in  addition  to  the  biologic,  mathematical  and  physical  sciences  requisite  before  admission  to 
medical  schools.  Applicants  should  have  high  moral,  ethical  and  behavioral  characteristics  as  well  as 
abilities  and  potentials  to  acquire  the  knowledge  and  skills  necessary  to  achieve  the  goals  and  objectives 
of  the  school  of  medicine. 

This  report  warns  medical  educators  to  be  aware  of  the  long  term  effects  of  both  public  and  private 
gifts  which  might  subvert  the  independence  and  self-determination  of  medical  education.  The  issue  of 
generalism  and  specialism  is  addressed  forthrightly  by  recommending  that  medical  education  should  be 
restructured  so  as  to  give  more  extensive  education  in  the  spectrum  of  the  clinical  disciplines.  It  urges 
institutions  providing  medical  education  to  give  serious  consideration  to  reincorporating  into  the 
teaching  programs  and  into  policy-making  bodies  the  part-time  and  voluntary  teaching  physician. 

In  addressing  the  inter-face  between  undergraduates  and  graduate  medical  education  it  urges  a 
structured  (as  opposed  to  the  present  permissive  or  elective)  third  and  fourth  year  of  medical  school  to 
provide  a broad  clinical  experience  in  the  major  clinical  disciplines. 

The  initial  phase  of  post-doctoral  medical  education  should  be  planned,  administered  and  conducted 
as  a single  program  and  a requirement  for  all  before  applying  for  specialty  training.  This  period  would  be 
called  a “comprehensive  residency”  and  should  be  credited  as  an  entity  and  separate  from  the  specialty 
residencies.  This  comprehensive  residency  would  prepare  the  recent  medical  graduate  to  assume  the 
responsibilities  for  the  care  of  patients  and  to  help  develop  attitudes,  knowledge  and  skills  required  for 
comprehensive  care  of  patients. 

The  future  role  of  the  AMA  is  addressed  by  urging  that  the  Council  on  Medical  Education  be 
authorized  to  appoint  a standing  committee  on  policy  for  medical  education  consisting  of  public  and 
professional  statesmen  who  would  be  charged  with  studying  the  broad  issues  confronting  medical 
education  and  reporting  to  the  Council  or  to  the  public  at  the  Council’s  discretion. 

I have  mentioned  here  only  a few  of  the  many  recommendations  in  this  report.  The  quality  of  this 
report  stands  as  a current  example  of  the  role  that  the  AMA  and  organized  medicine  is  playing  in 
improving  the  educational  standards  for  physicians’  education  and  the  effort  being  made  to  meet  the 
needs  of  the  public  in  health  affairs. 

I commend  this  report  to  all  members  interested  in  the  future  of  medical  education.  It  has  been  said 
that  there  is  nothing  so  constant  as  change  and  this  report  is  destined  to  change  our  medical  education.  It 
may  very  well  prove  to  be  “The  Flexner  Report”  of  1979. 

Harrison  L.  Peeples,  M.D. 

President 

“ Better  Health  Through  Health  Education” 
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AUXILIARY 


STUDENT  LOAN  FUND 

Student  Loan  Fund  began  in  1931  and  many  young  persons  have  benefited  from  its  helping  hand. 
Due  to  changes  in  rules  governing  the  loan  and  a new  medical  school  established  in  Columbia,  S.  C.  we 
are  having  more  applications  to  consider.  At  first  the  fund  was  available  only  to  sons  of  physicians  and 
later  to  grandsons  also  of  physicians  who  were  members  of  the  S.  C.  Medical  Society.  It  is  now  available 
to  aid  any  deserving  student.  We  have  information  on  the  loan  in  each  medical  school  catalogue.  Any 
eligible  person  who  needs  financial  assistance  may  be  presented  to  the  committee  through  the  county 
chairman  of  each  auxiliary.  All  applications  are  due  in  by  April  first  and  considered  by  the  Student  Loan 
Committee  prior  to  the  State  Convention.  This  committee  is  composed  of  a state  chairman,  co-chairman 
& treasurer,  who  serve  for  four  years.  The  State  Auxiliary  President,  President-Elect  and  a representa- 
tive of  the  counties  are  also  on  this  committee.  A complete  investigation  is  made  into  grades,  health,  and 
character.  Each  receiving  the  loan  must  obtain  an  insurance  policy  to  cover  the  entire  amount  of  loan. 
Money  is  paid  directly  to  the  school  each  year  upon  receipt  of  acceptable  grades  from  the  dean’s  office. 
In  the  beginning  a loan  of  $250. 00  was  allowed  per  student  and  today  it  is  $1500. 00  per  year.  Repayment 
begins  one  year  after  graduation  at  the  rate  of  $50.00  per  month  first  and  second  year,  and  $100.00  per 
month  until  the  loan  is  repaid  in  full.  There  is  an  interest  rate  of  6%  per  annum  which  accumulates  from 
the  time  an  installment  is  received. 

Funds  are  gained  through  the  dues  of  county  auxiliary  members,  $1.00  from  each  member.  We  have 
savings  accounts  to  provide  as  much  interest  as  possible  to  aid  with  increased  numbers  of  loans.  There 
are  presently  four  students  receiving  loans  and  one  physician  is  in  process  of  repaying.  Four  physicians 
graduated  in  June,  1979  and  will  begin  repaying  in  July,  1980. 

Since  its  beginning,  there  are  twenty  five  students  who  have  received  a total  of  $60,814.00  in  loans  to 
attend  medical  school.  The  smallest  loan  granted  was  $60.00  and  the  maximum  is  $6,000.00.  To  date 
$35,214,000  in  loans  have  been  repaid. 

Each  auxiliary  member  can  be  proud  of  her  part  in  furthering  medicine  in  our  state. 


Student  Loan  Fund  Chairman, 
Mrs.  F.  F.  Adams,  Jr. 
Spartanburg,  S.  C.  29302 
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The  Sandlapper  Store,  Inc. 
Lexington,  South  Carolina 
announces  with  pleasure 
a new  reprint  edition 
of  the 

MILLS’  ATLAS  OF  1825 

In  I 825  Robert  Mills  compiled  an  Atlas  of  the  28 
Districts  of  South  Carolina.  There  have  been  two 
modern  reprints  of  this  popular  Atlas,  both  out  of  print. 

The  1979  reprint  edition  has  28  District  maps,  a 
state  map,  an  introduction  by  Charles  E.  Lee,  Director 
of  the  S.C.  Dept,  of  Archives  and  History  and  an  index 
of  names  listed  in  the  maps. 

The  maps  are  bound  in  a heavy-duty  rich  reddish 
brown  leather-like  binding  with  gold  stamping.  Only 
six  of  the  maps  are  folded.  The  rest  are  19,‘*  by  25”. 

The  maps  can  also  be  bought  individually  and  are 
suitable  for  framing. 


PLACE  YOUR  ORDER  NOW.  The  Mills'  Atlas  is 
priced  at  $100.  The  individual  District  maps  are  $10 
each  and  the  state  map  ( four-color ) is  $15.  Send 
orders  to  The  Sandlapper  Store , /nc.,  P.  O.  Box  841M, 
Lexington , S.C.  29072.  803-359-6571.  S.C.  residents 
please  add  4%  sales  tax;  $2.50  for  postage  and 
handling  for  the  Atlas  and  $1.50  for  all  individual 
maps  ordered. 


FAMILY  PRACTICE/GENERAL  SURGERY 

Excellent  opportunity  for  immediate  partner- 
ship in  extensive,  well  established  practice.  De- 
sirable small-town  base  within  10  minutes  of  fully 
staffed,  375  bed  hospital.  Beautiful  location  near 
many  fine  recreational  sites  in  South  Carolina;  in 
one  of  the  state’s  finest  school  districts.  Address 
inquires  to:  PRACTICE  OPPORTUNITY,  Post 
Office  Box  11188,  Columbia,  S.  C.  29211. 


OB/GYN,  Board  Qualified,  for  Mullins,  S.  C.  80 
Bed  Hospital  with  110  Beds  9 miles  away.  Pleas- 
ant social  and  professional  conditions.  Up  to 
$100,000  1st  year  depending  on  qualifications. 
Contact  E.  Finger,  M.D.,  in  the  evenings  at 
803-526-2323. 


Physicians 


One  of  America’s  largest  health  care  cor- 
porations is  currently  seeking  both  a full 
and  part-time  Physician  for  our  Plasma 
Donor  Center  located  in  the  Southeast. 
Responsibilities  will  include  performing 
physicials  in  conjunction  with  donor 
screening  and  evaluation.  The  part-time 
position  would  provide  support  when 
regular  staff  physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we  will 
consider  licensed  but  non-practicing 
physicians  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For  fur- 
ther information,  please  send  curriculum 
vitae  to: 


Rlpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
Lyle  Ballentine 
2011  Carver  Avenue 
N.  Charleston,  S.C.  29406 
(803)  744-8818 
Equal  Opportunity  Employer  M/F 
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THE  PSYCHIATRIC  TREATMENT  OF  ALCOHOLISM 


NORMAN  A.  DESROSIERS,  M.D.* 

Most  attempts  to  deal  with  the  subject  of  al- 
coholism and  its  treatment  emphasize  what  is 
NOT  known  about  the  disease  rather  than  what 
IS  known;  hence  they  become  apologetic  in  tone. 
It  is  time  to  adopt  a more  positive  expression  of 
our  knowledge  about  alcoholism,  its  etiology, 
course  and  treatment  requirements. 

A considerable  body  of  information  has  been 
published  since  World  War  II  concerning  practi- 
cally every  facet  of  the  alcoholic  disease  process. 
If  one  general  comment  can  be  made,  it  might  be 
that  as  a public  health  problem  of  epidemic  pro- 
portions, it  has  never  been  considered  seriously 
enough  to  warrant  an  intensive  effort  to  under- 
stand it  and  to  evolve  appropriate  treatment 
methods.  Although  medicine  has  been  slow  to 
recognize  the  importance  of  this  disease  entity,  it 
is  to  its  everlasting  credit  that  over  the  last  five  to 
ten  years,  reputable  researchers  and  practition- 
ers within  the  medical  profession  have  begun  to 
study  the  problem  in  depth.  Although  alcoholism 
manifests  its  signs  and  effects  in  the  social  envi- 
ronment, it  is  an  intensely  personal  disturbance, 
as  varied  and  unique  as  the  individual  himself — 
a fact  which  has  definite  implications  in  designing 
therapeutic  techniques  and  approaches. 

Certain  basic  facts  about  this  disease  are  well 
known:  (1)  It  is  a pathological  condition  that  can 
have,  and  usually  does  have  multiple  etiological 
roots.  One  such  root  is  to  be  found  in  the  attitude 
of  the  culture  in  which  the  individual  exists  as 


* From  the  G.  Werber  Bryan  Psychiatric  Hospital,  220 
Faison  Drive,  Columbia,  S.  C.  29203. 


well  as  the  availability  of  the  agent  of  the  disease. 
Studies  have  repeatedly  indicated  that  especially 
in  Western  Christian  Cultures,  the  ambivalent 
attitude  towards  the  social  use  of  alcohol  tends  to 
create  a social  environment  which  is  fertile 
ground  for  the  development  of  pathological 
drinking.  By  contrast,  the  Orthodox  Jewish  Cul- 
ture, and  the  Mohammaden  Culture’s  absolute 
prohibition  of  drunkenness  exhibits  the  lowest 
incidence  of  alcoholism  of  any  cultures!  (2)  All 
in-depth  studies  of  individual  alcoholic  persons 
indicate  overt  signs  and  symptoms  of  depression, 
an  affective  state  which  they  have  been  treating, 
or  more  accurately  self-treating,  with  the 
euphorogenic  or  anti-depressant  effects  of  al- 
cohol for  years.  Some  studies  have  shown  as  well 
that  the  suicide  rate  among  alcoholic  persons  is 
considerably  higher  than  the  national  average. 
(3)  It  appears  fairly  clear  that  the  development  of 
alcoholism  begins  with  exposure  to  ethyl  alcohol, 
the  rapid  discovery  of  its  psychoactive  and  physi- 
cal effects,  and  moves  on  to  psychological  over- 
dependence and  to  biological  addiction  as  its  end 
stage.  (4)  Unchecked  or  untreated  the  combined 
toxic  effects  of  alcohol,  avitaminosis  and  malnu- 
trition, wreak  havoc  with  practically  every  organ 
system  in  the  body.  Physical  death  occurs  usually 
12  years  before  the  average  life  expectancy  of  the 
individual,  and  psychological  death  occurs  ear- 
lier in  the  form  of  various  neurological  syn- 
dromes such  as  the  Wernicke-Korsakoff  Syn- 
drome or  Alcoholic  Deterioration.  (5)  There  is  a 
general  incidence  rate  which  is  fairly  constant  of 
about  1 to  12  among  those  who  expose  them- 
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selves  to  the  influence  of  ethyl  alcohol.  Con- 
versely, no  exposure,  no  alcoholism.  (6)  It  is  a 
condition  which  is  no  respecter  of  persons,  cut- 
ting across  all  social,  economic,  and  class  group- 
ings, pointing  clearly  to  the  basic  individual  fac- 
tor in  the  host  of  this  disease. 

As  one  begins  to  delve  into  the  study  of  al- 
coholism, one  can  easily  be  overwhelmed  by  the 
plethora  of  studies,  facts,  theories  and  conjec- 
tures about  its  real  nature.  Some  attempt  at 
structure  and  valuation  must  be  made  in  order  to 
make  a therapeutic  attack.  An  eclectic  approach 
will  not  work  because  there  is  no  relative  weight 
given  to  the  importance  of  etiologic  factors.  Ec- 
lectic approaches  lead  only  to  shotgun  therapies 
that  currently  characterize  most  treatment  ap- 
proaches. It  is  our  opinion  that  we  are  now 
beyond  the  necessity  for  that  approach.  A 
pluralistic  approach  that  can  give  relative  weight 
and  value  to  the  most  causative  and  important 
factors  that  result  in  the  disease  and  in  its  therapy 
is  infinitely  better  and  will  prove  therapeutically 
more  effective. 

The  focus  of  concern  is  the  individual  alcoholic 
person,  for  it  is  in  him  or  her  that  all  the  other 
forces  and  influences  come  together  and  get  pro- 
cessed, issuing  in  his  or  her  pathological  use  of  a 
very  versatile  chemical  substance,  ethyl  alcohol. 
Let  us  now  state  our  particular  vantage  point 
from  which  we  view  this  disease  process  which 
will  give  us  a basis  from  which  we  can  formulate 
the  general  principles  of  therapy  for  the  alcoholic 
person. 

First,  a working  definition:  Alcoholism  is  that 
psychiatric  disease  state  in  which  a person  uses 
the  psychoactive  effects  of  ethyl  alcohol  as  his 
major,  all-encompassing,  pathological  defense 
mechanism.  The  psychoactive  effects  of  alcohol 
places  its  use  as  a pathological  defense  mecha- 
nism squarely  within  the  category  of  psychiatric 
illness,  running  the  gamut  from  problemmatic 
neurotic  use  through  essentially  psychotic  use. 
Perhaps  the  Roman  philosopher  Seneca  was  not 
far  wrong  in  his  oft-quoted  statement  that  “Intox- 
ication is  nothing  but  insanity  purposely  in- 
duced.” His  statement  is  too  strong  in  its  sweep- 
ing generalization,  but  it  does  point  in  the  right 
direction.  The  semantic  confusion  occasioned  by 
all  the  terms  used  to  categorize  various  stages  in 
the  development  of  pathological  drinking  in  an 
individual,  such  as  social  drinking,  problem 
drinking,  addictive  drinking,  etc.,  has  tended  to 
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obscure  the  underlying  essential  fact  of  the  indi- 
vidual’s use  of  the  psychoactive  effects  of  ethyl 
alcohol  as  a defense  mechanism.  Ethyl  alcohol  is 
probably  the  most  commonly  used  and  universal 
defense  mechanism  in  mankind. 

The  immediacy  of  its  psychoactive  effects  is 
legendary  and  is  one  of  its  most  endearing  qual- 
ities. That  it  can  be  and  is  used  for  its  relaxing, 
anti-anxiety  effects  is  well  known.  Its  euphoro- 
genic  anti-depressant  qualities  have  given  rise  to 
many  epithets  such  as  “He’s  feeling  high,” 
“happy,”  “feeling  no  pain.  It  may  be  said  that  it 
is  perhaps  due  to  the  individual’s  self- 
prescription of  this  marvelously  rapid-acting 
anti-depressant  activity  of  alcohol  for  himself  that 
he  postpones  the  need  for  treatment  of  develop- 
ing depression  for  years,  and  is  the  reason  that 
depression  is  so  frequently  diagnosed  along  with 
alcoholism.  The  anesthetic  qualities  of  ethyl  al- 
cohol can  be  used  in  an  anti-psychotic  way  by 
drinking  enough  of  it  to  regress  into  total  with- 
drawal for  periods  of  time  in  chemically  induced 
schizoid  fashion  in  order  to  take  one  out  of  a 
totally  intolerable  existence.  Is  it  not  used  to  take 
off  the  sharp  edge  of  grief  or  loss  and  to  help  the 
bereaved  individual  temporarily  forget  or  care 
less  about  the  significance  of  his  loss?  Who 
among  those  who  have  learned  of  the  marvelous 
qualities  of  ethanol  has  not  on  occasion  used  it  as 
a hypnotic  agent?  And  also  as  an  analgesic,  espe- 
cially for  tension  headache?  Or  to  relieve 
asthma?  Innocent  organic  solvent  of  itself,  with 
capability  for  good  or  harm,  depending  entirely 
on  the  use  man  makes  of  it,  it  is  remarkably 
similar  to  life  sustaining  drugs  like  digitalis:  in 
appropriate  amounts,  helpful  perhaps;  in  exces- 
sive amounts,  always  destructive. 

It  is  little  wonder  then  that  its  use  is  so  univer- 
sal. It  becomes  pathological  defense,  however, 
when  it  is  used  to  cope  with  or  deal  with  too  many 
of  the  conflicts  and  demands  of  life.  Psychological 
dependence  develops  in  the  repetitive  use  of  this 
chemical  substance  and  at  the  same  time  the 
addictive  biological  dependence  is  developing 
and  the  cycle  becomes  complete.  A more  ver- 
satile psychoactive  drug  cannot  be  found,  but  its 
addictive  potential,  both  psychologically  and 
physiologically  cannot  be  underestimated. 

There  is  literally  no  organ  system  in  the  body 
which  is  not  affected  by  the  toxic  metabolic  ef- 
fects of  ethanol.  More  is  known  about  its  effect  on 
some  organs  such  as  the  liver,  an  organ  which 
most  active  alcoholic  patients  know  a great  deal 
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about  and  have  been  threatened  with  repeatedly 
to  no  avail. 

Withdrawal  from  the  effects  of  alcohol  poison- 
ing is  a bona-fide  medical  emergency,  although  it 
is  seldom  treated  as  such.  This  is  still  true,  even 
though  it  is  common  knowledge  that  the  death 
rate  in  untreated  delirium  tremens,  the  most 
feared  complication  of  alcohol  withdrawal,  is  still 
one  in  fifteen!  And  today  with  the  armemen- 
tarium  of  drugs  to  treat  this  syndrome,  delirium 
tremens  and  seizures  are  almost  totally  prevent- 
able. Beard  and  Knott  at  the  University  of  Ten- 
nessee demonstrated  that  alcoholics  are  usually 
overhydrated  and  may  need  diuresis,  rather  than 
dehydrated  and  requiring  fluids.  This  fact  alone 
has  made  management  of  the  withdrawing  al- 
coholic much  easier  in  the  general  hospital  setup 
and  saved  many  a withdrawing  soul  from  iatro- 
genically  induced  DT’s. 

Many  studies  stress  the  neuropathology  of  al- 
cohol. Anyone  who  has  worked  intensively  with 
alcoholics  can  perceive  the  gradual  mental  and 
personal  deterioration  which  occurs  in  the  al- 
coholic person.  The  obvious  end  result  of  the 
Wernick e-Korsakoff  Syndrome  with  its  classic 
signs  is  familiar  to  all  workers.  It  usually  does  not 
appear  suddenly  but  rather  gradually  over  a 
period  of  time,  an  observation  which  should  alert 
us  to  the  fact  that  alcoholism  unchecked  is  a 
disease  of  chronic  progressive  neurological  de- 
terioration, centrally  in  the  brain  as  well  as  in 
peripheral  nerves. 

The  cardiovascular  and  hematopoietic  systems 
are  no  stranger  to  the  toxic  effects  of  ethanol.  It  is 
a somewhat  unnerving  experience  to  have  to 
rapidly  digitalize  a strapping  220  pound,  6 '-4" 
male  at  1 a.m.  in  the  morning  who  is  suffering 
from  cardiac  failure  due  to  alcoholic  car- 
diomyopathy, a relatively  newly  described  entity 
which  has  the  internists  taking  more  careful  his- 
tories concerning  their  patients’  use  of  alcohol! 
Anemias  which  can  be  caused  by  so  many  things, 
can  also  occur  due  to  the  direct  depression  of  the 
bone  marrow  by  the  toxic  effects  of  alcohol,  with 
normal  iron  stores  and  iron-binding  capacity. 
One  need  not  go  on.  It  is  an  interesting  project  to 
document  the  disease  entities  that  one  can  dis- 
cover with  careful  physical  evaluation  of  alcoholic 
persons  over  the  space  of  one  year.  One  will  be 
surprised  to  discover  that  one  will  cover  practi- 
cally every  organ  system  in  the  body.  The  impli- 
cations of  this  fact  are,  of  course,  quite  clear  for 
the  patient  as  well  as  for  the  physician  who  is 


treating  him. 

The  next  most  important  factor  in  the  constel- 
lation of  forces  that  produce  alcoholism  is  to  be 
found  in  the  patient’s  interpersonal  relation- 
ships. To  employ  Murray  Bowen’s  term,  there 
always  is  a “significant  other”  person  in  the  al- 
coholic persons’  life  who  assumes  too  much  im- 
portance simply  because  he  has  forsaken  all  other 
relationships  during  the  regression  of  his  al- 
coholism. And  that  person  is  critical,  not  only 
early  on  in  helping  the  alcoholic  to  perpetuate  his 
illness,  but  also  later  on,  in  helping  him  to  grow 
beyond  his  dependence  upon  alcohol.  That  per- 
son figures  large  in  the  alcoholic  person’s  des- 
tiny, and  it  is  of  critical  importance  that  his  role 
in  the  process  be  clearly  understood  and  eventu- 
ally utilized  in  the  treatment  process.  In  fact,  the 
treatment  of  the  alcoholic  person  may  well  begin 
even  years  before  the  alcoholic  person  comes  for 
help  by  treating  the  beleaguered  spouse.  The 
changes  in  him  or  her  will  often  precipitate  his 
coming,  a well-known  result  of  the  treatment  of 
spouses. 

The  therapy  of  the  family  in  which  there  is  an 
alcoholic  person  has  been  the  weakest  part  of  the 
treatment  of  alcoholism.  There  are  many  reasons 
for  this  but  the  main  one  perhaps  is  the  tendency 
of  the  non-alcoholic  spouse  to  project  the  entire 
blame  for  excessive  drinking  on  to  the  alcoholic 
person,  using  the  same  mechanism  of  denial  as 
the  alcoholic  person  himself  uses  in  denying  the 
existence  of  a drinking  problem.  Thus,  one  of  the 
first  goals  of  family  therapy  is  defined.  By  virtue 
of  having  been  in  relation  to  the  alcoholic  person 
over  the  years,  the  spouse  or  other  significant 
person  is  an  integral  part  of  the  alcoholic  person’s 
life  and  must  be  involved  from  the  very  begin- 
ning in  the  treatment  process,  sometimes  even 
before.  Alcoholics  Anonymous  has  clearly  recog- 
nized this  and  does  precisely  this  with  their  Al- 
Anon  spouses  groups,  stressing  heavily  that 
spouses  participate.  Positive  results  are  much 
more  likely  to  occur  when  one  treats  more  than 
just  half  the  problem. 

A host  of  other  factors  impinge  upon  the  al- 
coholic person.  The  attitude  of  the  culture  in 
which  he  or  she  lives  and  the  availability  of  al- 
cohol in  that  culture  have  already  been  dis- 
cussed. A person’s  working  environment,  the 
meaning  or  meaninglessness  of  his  occupation, 
and  the  problems  with  the  authority  figures  in 
that  environment  all  may  add  conflict  to  his  life 
— another  stress  factor  added  to  the  burden  of 
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living.  His  religious  belief  may  add  the  further 
weight  of  guilt  to  his  burdens  depending  on  the 
denominational  group  to  which  he  belongs  or, 
more  accurately,  used  to  belong. 

To  suppose  that  there  is  some  simplistic 
therapeutic  approach  to  the  alcohol  problem  is  a 
grandiose  delusion  of  our  society.  Simplistic  ap- 
proaches which  stress  sobriety  alone  rather  than 
the  true  growth  of  the  alcoholic  person  out  of  and 
beyond  his  addictive  habit  are  inadequate.  The 
substitution  of  simply  another  form  of  addiction 
or  dependency  for  alcohol  cannot  be  said  to  effect 
anything  but  a different  form  of  slavery.  The  true 
goal  of  treatment  must  focus  beyond  the  first  and 
easiest,  though  seen  as  the  most  difficult,  goal  of 
the  alcohol-free  life.  The  real  problems  of  life  can 
then  be  focused  on:  the  intrapsychic,  physical 
restoration,  and  the  healing  of  the  most  meaning- 
ful of  the  individuals’  interpersonal  relationships. 

As  in  the  case  of  every  other  type  of  medical  or 
psychiatric  illness,  definitive  treatment  cannot 
be  left  entirely  in  the  hands  of  non-medically 
trained  persons.  To  argue  that  the  essentially 
herculean  task  of  treating  even  one  such  alco- 
hol-addicted person  to  non-psychiatric  treat- 
ment is  to  confess  to  not  taking  the  problem 
seriously  enough  as  well  as  to  profess  a dangerous 
innocence  to  the  lethal  aspects  of  the  illness. 

A number  of  recommendations  then  must  be 
made  at  this  point  with  respect  to  the  treatment 
approaches  to  alcoholic  persons. 

1.  It  must  be  recognized  that  alcoholism  in 
adolescence  is  not  the  same  phenomena  as  it  is  in 
the  middle-aged  or  older  persons.  The  common 
sign  of  chronic  or  repeated  intoxication  is  always 
the  same;  however,  the  life  stage  is  different,  the 
life  problems  are  different,  and  a different  ap- 
proach, an  individual  treatment  approach  must 
be  effected.  This  is  a highly  relevant  and  often 
overlooked  point. 

2.  Every  person  who  is  involved  in  this  com- 
plex psychologic  and  social  and  spiritual  disease 
process  should  have  the  benefit  of  a careful  and 
comprehensive  physical,  psychological,  social 
and  behavioral  evaluation.  The  common  sign  of 
repeated  intoxication  is  clear  indication  of  an  un- 
derlying complex  syndrome  in  precisely  the 
same  sense  as  excessive  urination  is  a sign  that 
points  to  the  complex  syndrome  of  one  of  the 
diabetic  states. 

3.  Treatment  of  the  alcohol-addicted  person 
should  begin  in  an  inpatient  medical  treatment 
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setting  which  is  alcohol-free  and  which  can  pro- 
vide the  time  and  competent  medical  and 
psychiatric  care  so  that  a thorough  evaluation  can 
be  done  and  physical  detoxification  safely  ef- 
fected. There  is  no  excuse  for  the  existence  of  so 
called  “non-medical  detox  centers,”  except  that 
of  economic  expediency  and  conscience-salving 
by  state  alcohol  programs.  Sufficient  time  must 
be  provided  in  a hospital  setting  to  allow  for  the 
emotional  withdrawal  of  the  patient  from  his  de- 
pendence upon  alcohol.  Too  often  this  period  of 
time  is  too  short  to  bring  the  patient  close  enough 
to  a state  of  non-dependence  on  alcohol  so  that  he 
can  function  to  some  degree  in  his  usual  envi- 
ronment. Seldom  is  it  realized  that  in  addition  to 
the  usual  underlying  depression  the  alcoholic 
patient  passes  through  a tremendous  grief  reac- 
tion at  having  to  abandon  the  use  of  alcohol.  The 
working  through  of  the  grief  over  that  loss  is 
difficult  and  takes  time  and  support  in  an  alcohol 
free  environment.  The  periodic  physiological 
craving  that  continues  despite  the  lack  of  alcohol 
with  the  periodicity  of  a pendulum  is  so  severe 
sometimes  that  it  resembles  and  is  essentially  a 
repeated  withdrawal  reaction  and  must  be  rec- 
ognized and  treated  as  such.  This  must  be  done 
until  these  recurrences  have  sufficiently  di- 
minished. The  recovering  alcoholic’s  craving  for 
alcohol  can  and  does  strike  him  with  the  same 
force  as  a flashback  experience  from  LSD.  Time 
and  expert  psychiatric  management  of  these 
phenomena  must  be  provided  else  relapse  is  as 
predictable  and  as  certain  as  the  rising  of  the  sun. 

4.  A number  of  drugs  which  can  assist  the 
alcoholic  person  in  his  recovery  and  which  can 
act  as  adjuvants  to  continued  psychiatric  treat- 
ment are  available  today.  Antabuse,  for  example, 
probably  should  be  used  more  than  it  is,  for  it  is  a 
buyer  of  time.  A chemical  fence  against  impul- 
sive drinking,  it  should  be  taken  during  the  long 
haul  of  psychiatric  treatment,  often  for  years,  and 
in  some  cases  for  life.  Also  important  are  the 
anti-depressant  drugs.  These  require  rather 
careful  dosage  schedules,  as  we  have  learned,  in 
terms  of  therapeutic  windows,  and  must  be  fol- 
lowed closely.  There  are  others:  lithium,  for 
example,  which  can  be  very  helpful  to  the 
manic-depressive  patient  who  also  happens  to 
abuse  alcohol.  The  alcoholic  person  in  treatment 
should  not  be  denied  the  help  of  these  and  other 
medications  as  well  in  his  struggle  toward  whole- 
ness, but  it  must  be  remembered  that  they  must 
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be  expertly  managed  and  represent  adjuvants, 
helps  in  the  more  difficult  psychiatric  treatment 
of  the  patient. 

5.  It  has  been  argued  that  to  treat  the  alcoholic 
person  alone  is  but  to  treat  half  the  problem.  The 
significant  other  person  in  the  patient’s  life  must 
be  treated  concurrently  and  individually,  if 
necessary,  and  conjointly  in  family  therapy  as 
well  — a challenging  therapeutic  task  at  best, 
which  takes  time  and  professional  expertise. 

One  should  not  wonder  why  the  results  of 
treatment  attempts  in  this  complex  and  malig- 
nant disease  entity  have  been  so  poor:  to  date, 
little  of  what  has  been  outlined  above  has  ever 
been  attempted,  except  in  a few  comprehensive 
treatment  centers.  The  usual  inpatient  treatment 
periods  are  usually  about  a month  long  (some 
argue  that  this  is  too  long!)  — it  should  be  at  least 
three.  We  have  insisted  that  beyond  the  common 
sign  of  repeated  or  chronic  intoxication  one  sees 
the  unique  individual  with  all  his  personal  prob- 


lems which  must  be  treated  in  the  most  expert 
manner  possible.  A few  of  the  serious  physical 
disease  consequences  of  excessive  drinking  have 
been  pointed  out,  many  of  which  require  con- 
tinued medical  management  for  months.  The 
pathology  existing  in  the  family  system  has  been 
pointed  out  which  will  require  expert  manage- 
ment, sometimes  for  years,  before  resolution  is 
possible. 

The  responsibility  for  the  treatment  of  this 
serious  psychiatric  illness  cannot  be  delegated  to 
non-medically  nor  non-psychiatrically  trained 
professionals.  Other  professionally  trained  per- 
sons, such  as  social  workers,  psychologists, 
nurses,  rehabilitation  therapists,  ministers  and 
alcoholism  counselors  must  be  employed  in  the 
treatment  process,  but  it  must  always  be  under 
the  close  clinical  supervision  of  the  psychiatrist. 
The  disease  is  treatable,  the  results  can  be  good, 
and  we  must  get  about  the  task.  Band-aid 
pseudotherapy  of  symptoms  has  not  worked  and 
never  will.  □ 
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PROPHYLACTIC  TREATMENT  OF  ALCOHOLISM 
WITH  LITHIUM  SALTS:  A REVIEW 


DWIGHT  R.  REYNOLDS* 

J.  MICHAEL  FOXWORTH,  M.D.** 


Lithium  salts,  particularly  lithium  carbonate, 
have  had  a short  but  dramatic  history  in  the  field 
of  psychopharmacology.  John  F.  Cade  (1949)  re- 
ported on  the  effective  use  of  lithium  citrate  in 
the  treatment  of  psychotic  excitement.  In  the 
ensuing  years,  several  studies  have  reported  on 
the  effectiveness  of  lithium  carbonate  in  treating 
the  manic  phase  of  manic  depressive  psychosis. 1 

Early  studies  produced  some  conflicting  re- 
sults regarding  the  effectiveness  of  the  drug  in 
depressed  patients,  and  Cade  himself  indicated 
that  the  drug  was  ineffective  as  a treatment  for 
depression.  However,  continued  experimenta- 
tion and  clinical  experience  have  produced  posi- 
tive results  and  the  controversy  continues.  Many 
researchers  or  investigators  have  had  very  en- 
couraging results  from  the  treatment  of  depres- 
sion with  lithium.  (Vjtechousky,  1973;  Andreani, 
et  ah,  1968;  Mendels,  et  ah,  1972). 2 

Some  notable  failures  resulted  from  the  treat- 
ment of  psychotic  states  other  than  manias  and 
depressions.  The  early  success  of  lithium  in  these 
areas  led  to  an  assumption  that  it  might  be  effec- 
tive in  a broad  range  of  psychotic  disorders.  Like 
other  panaceas,  it  proved  to  be  a disappointment: 
it  was  far  less  effective  than  the  neuroleptics  in 
the  treatment  of  schizophrenia;  and  it  resulted  in 
no  improvement  in  neurotic  disorders  without  an 
effective  component. 

In  1970,  Earl  X.  Freed  directly  addressed  the 
possibility  of  a link  between  alcoholism  and 
manic  depressive  disorders.  It  was  this  link  that 
suggested  the  feasibility  of  treating  alcoholism 
with  lithium.3 
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To  speak  of  alcoholism  or  the  alcoholic,  with- 
out further  qualification  is  misleading,  since 
these  terms  do  not  encompass  a homogeneous 
grouping.  Many  attempts  have  been  made  (by 
Winokur  and  others)  to  subclassify  clinical  types 
of  alcoholics.  Although  estimates  of  relative 
proportions  of  the  different  subcategories  vary, 
there  is  reason  to  believe  that  a large  portion  of 
alcoholics,  although  not  all  alcoholics,  are  also 
depressed. 

Freed  indicated  that  these  depressed  al- 
coholics are  likely  to  be  found  among  periodic 
over-drinkers.  Studies  indicating  that  depression 
precedes  and  produces  drinking  behavior  are  de- 
ceptively difficult  to  design.  Freed  does  cite 
other  authors  who  view  problem  drinking  as  a 
means  of  self  treatment  for  an  affective  disorder, 
“a  kind  of  tool  to  re-establish  emotional  homeos- 
tasis.” Consequently,  many  manic-depressives 
may  be  misperceived  as  alcoholics  because  of  the 
effectiveness  of  self  medication  in  masking  clini- 
cal symptoms  and  because  a patient  presenting 
with  obvious  signs  of  alcoholism  rarefy  elicits  a 
search  for  an  underlying  syndrome. 

Not  until  1974  was  the  first  in-depth  study 
published  reporting  on  the  use  of  lithium  in  the 
treatment  of  alcoholism.  N.  S.  Kline  (1974)  and 
his  associates  noted  the  fortuitous  compatibility' 
of  this  chronic  disease  with  a treatment  that  could 
be  used  for  many  years  without  deleterious  effect 
or  loss  of  effectiveness.  This  study  and  others 
have  pointed  to  the  superiority  in  treating  al- 
coholism of  lithium  over  the  other  antidepressant 
therapies  including  tricyclic  antidepressants 
which  tend  to  lose  effectiveness  after  extensive 
treatment  periods,  in  the  range  of  several  years.4 

The  Kline  group  reported  that  after  a forty- 
eight-week  trial,  64%  of  the  control  (placebo) 
group  reported  ‘‘disabling  drinking”  episodes. 
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These  were  defined  as  those  incidents  of  suffi- 
cient severity  to  require  hospitalization  for  detox- 
ification. The  control  group  was  compared  to  the 
lithium-treated  group  which  had  a 25%  relapse 
rate.  Among  patients  in  both  groups  who  did 
have  relapses,  the  number  was  less  per  patient 
for  the  treatment  group. 

Of  possible  significance  is  the  fact  that  pre- 
treatment and  post-treatment  measures  of  de- 
pression did  not  show  a statistically  significant 
difference  in  improved  affect  between  the  two 
groups  at  the  end  of  the  study  period.  Apparently 
the  drug  does  not  act  by  dramatically  reversing 
depression.  The  mechanism  of  action  remains  in 
question.  However,  even  if  the  lithium-treated 
patients  did  not  drink  less  because  they  were  less 
depressed,  they  did  drink  less. 

Similar  results  were  obtained  by  a group  of 
British  researchers,  Reynolds,  Merry  and  Cop- 
pen  (1976  and  1977).  This  group  selected  their 
experimental  population  from  among  hos- 
pitalized alcoholics,  who.  after  a period  of  being 
detoxified  and  off  all  medications,  were  given  a 
Beck  Inventor\-  and  were  found  to  be  clinically 
depressed.5-  6 

The  preliminary  report  by  this  group  drew  the 
following  conclusion:  “It  is  clear  that  there  are 
many  alcoholic  patients  who  would  show  a sub- 
stantial advantage  in  long-term  lithium  therapy.  ” 
In  their  subsequent  report,  they  published  find- 
ings similar  to  Kline,  et  al.  They  looked  at  four 
different  groups,  including  non-depressed  al- 
coholics on  placebo  and  lithium  therapy,  and 
depressed  patients  on  both  therapies.  They 
found  no  difference  in  the  two  treatment  types  in 
their  non-depressed  alcoholics.  The  depressed 
group,  however,  reported  drinking  6.9  days  per 
patient  on  placebo  treatment,  as  compared  to  0. 1 
days  per  patient  on  lithium.  The  number  of  days 
that  patients  who  did  drink  reported  being  in- 
capacitated by  alcohol  showed  similar  results:  a 
mean  of  5.1  days  for  the  control  group  and  0.7 
days  for  the  lithium  group. 

Both  groups  showed  an  improved  effect  ac- 
cording to  post-treatment  Beck  inventories.  The 
lithium  group  showed  a 60%  improvement, 
compared  to  a 40%  improvement  for  the  Placebo 
group.  This  difference  was  not  considered  to  be 
statistically  significant. 

In  a 1978  article  Peter  P.  Reilly  published 
three  case  histories  which  revealed  dramatic  im- 
provement with  lithium  therapy  in  endogenous- 


ly depressed  alcoholic  patients  who  had  familv 
histories  of  both  depression  and  alcohol  abuse. 
He  called  lithium  a “non-addicting,  non-habit 
forming  medication  . . . (whose)  side  effects  and 
pretoxic  and  toxic  symptoms  are  reversible  with 
discontinuation.  ” 

TREATMENT 

Problems  revealed  by  the  studies  may  be  im- 
portant to  the  clinician.  The  chief  problem  was 
the  high  drop  out  rate,  which  is  common  when 
working  with  an  alcoholic  population.  A word  of 
caution  is  also  warranted  regarding  the  main  con- 
traindication to  lithium  therapy.  Adequate  renal 
function  is  mandatory  in  patients  treated  with 
lithium,  since  the  drug  apparently  competes 
with  sodium  for  reabsorption  in  the  renal 
tubules. 

The  Kline  study  concludes  with  recommenda- 
tions as  to  maintenance  dosages  and  other  practi- 
cal concerns  to  the  clinician.  Serum  lithium 
levels  must  be  monitored  on  a monthly  basis,  in 
order  to  match  the  proper  dose  to  the  effective 
serum  level.  The  effective  range  for  the  serum 
lithium  level  is  .6  to  1.2  mEq/liter.  A dosage 
range  of  600  to  1500  mg.  daily  will  usually  result 
in  this  level.  The  average  dose  for  the  Kline  study 
was  1200  mg.  daily. 

A reasonble  safely  margin  exists  since  serum 
levels  below  1.5  mEq/liter  are  considered  to  be 
below  toxic  levels.  Gastrointestinal  disturbances 
and  mild  hand  tremor  are  the  most  common  side 
effects  of  lithium  toxicity,  and  these  subside  read- 
ily when  medication  is  discontinued  or  reduced. 

Periodic  serum  levels  can  also  function  as  an 
indication  of  compliance  which  is  a universal 
problem  in  working  with  alcoholic  patients  on  an 
outpatient  basis. 

CONCLUSIONS 

Lithium  therapy  holds  a promise  for  becoming 
an  important  therapeutic  agent  in  the  treatment 
of  some  alcoholic  patients  who  in  fact  suffer  from 
an  underlying  affective  disorder.  The  drug  ap- 
parently alleviates  the  alcoholic’s  drive  to  drink, 
although  it  does  not  do  so  by  eliminating  his 
depression. 

One  hopeful  conclusion,  drawn  from  recent 
research,  is  that  lithium-treated  alcoholics  are 
less  likely  to  relapse  than  untreated  alcoholics. 
Reilly,  for  instance,  reports  on  improved  but  not 
abstinent  alcoholics  who  are  apparently  able  to 
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avoid  traumatic  binges.  One  or  two  drinks  seem 
less  likely  to  result  in  pathologic  drinking  sprees. 

This  review  of  the  literature  regarding  the 
treatment  of  alcoholism  with  lithium  salts  indi- 
cates that  this  treatment  could  be  of  significant 
value  as  an  adjunctive  therapy  with  those  al- 
coholics who  also  have  an  affective  disorder.  The 
findings  of  these  pioneer  researchers  and  clini- 
cians are  sufficiently  encouraging  to  warrant  con- 
tinued study  and  offer  substantial  hope  for  the 
development  of  a practical  treatment  regimen  of 
a difficult  disease. 

This  review  focuses  on  the  long  suspected  rela- 
tionship between  the  excessive  use  of  alcohol  and 
affective  disorders.  It  specifically  explores  the 
works  and  observations  to  date  on  the  use  of 
Lithium  in  the  management  of  excessive  alcohol 
use.  We  do  not  propose  the  institution  of 
Lithium  as  a regular  part  of  the  alcoholism  treat- 
ment regimen  at  this  time.  Our  purpose  is  to 
review  and  summarize  the  works  of  others  in  this 
unique  treatment  approach;  recognizing  the 
need  for  further  clinical  trials  and  anticipating 
the  reports  of  others.  This  review  is  specifically 
intended  to  enhance  our  awareness  of  the  appar- 
ent relationship  between  alcoholism  and  depres- 
sion while  offering  a basic  frame  of  reference  for 
what  will  hopefully  prove  efficacious  as  a general 
treatment  measure  and  foster  further  develop- 
ments in  the  psychopharmacology  of  alcohol- 
ism. □ 
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OCULAR  PATHOLOGY  ASSOCIATED  WITH 
NONOCULAR  CRUSHING  INJURIES* 


THOMAS  M.  LELAND,  Ph.D.,  M.D.** 
ALLAN  J.  THOMPSON,  JR.,  M.D. 


Emergency  room  physicians  and  general  prac- 
titioners are  frequently  called  upon  to  care  for 
severely  injured  trauma  victims.  While  it  is  un- 
derstandable that  the  main  effort  in  the  care  of 
these  patients  is  oriented  toward  the  mainte- 
nance of  life  and  treatment  of  the  direct  injuries, 
doctors  occasionally  overlook  or  do  not  ap- 
preciate the  significance  of  the  patient  s com- 
plaints of  visual  disturbances.  While  the  tragedy 
of  visual  loss  due  to  inappropriate  management 
has  its  obvious  implications  to  the  patient’s  well 
being,  this  failure  to  recognize  and  document 
ocular  pathology  resulting  from  an  extension  of 
the  initial  trauma  may  have  more  significance 
from  the  medical-legal  standpoint.  Our  purpose 
is  to  describe  an  illustrative  case  and  to  discuss 
the  cause  and  significance  of  eye  pathology  fol- 
lowing nonocidar  crushing  injuries. 

CASE  REPORT 

A 21  year  old  white  male  who  had  been  in- 
volved in  an  automobile  accident  suffered  a se- 
vere laceration  of  the  right  knee  and  generalized 
thoracic  compression.  Additionally,  he  sustained 
contusion  trauma  to  his  abdomen  and  lower  ex- 
tremities at  the  time  of  impact.  On  his  initial 
presentation  the  patient  complained  of  head- 
ache, nausea  and  vomiting  and  blurred  vision. 
His  ocular  examination  at  that  time  was  consid- 
ered to  be  normal.  He  was  seen  three  days  later 
in  the  ophthalmology  clinic  with  the  complaint  of 
a blind  spot  in  the  left  eye.  Ocular  examination 
revealed  a visual  acuity  of  OD  20/20  and  OS 
20/80,  with  refraction  providing  no  improve- 
ment in  vision.  Examination  of  the  ocular 
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adnexa,  ocular  motility,  pupils  and  anterior  seg- 
ments were  within  normal  limits.  He  had  not 
developed  a cataract  and  had  no  damage  to  his 
corneas.  Fundus  examination  revealed  that  the 
right  eye  was  completely  normal;  however, 
examination  of  the  left  eye  revealed  a flame 
shaped  hemorrhage  approximately  1 mm.  from 
the  optic  disc  in  the  1:00  o’clock  position.  Just 
temporal  to  this  hemorrhage,  an  area  of  ischemic 
retina  was  observed  which  appeared  as  a whitish 
discoloration  in  the  retina.  The  area  of  ischemia 
was  in  the  distribution  of  one  of  the  superior 
temporal  branch  retinal  arterioles.  Proximal  to 
the  ischemia  the  arteriole  appeared  well  filled 
with  a blood  column;  however,  distal  to  the  area 
of  ischemia  there  was  attenuation  and  sludging  of 
the  blood  flow  (Fig.  1).  Visual  field  examination 
was  performed.  The  right  eye  was  normal  but 
there  was  an  absolute  scotoma  obscuring  approx- 
imately one  half  of  the  central  field  with  exten- 
sion to  approximately  ten  degrees  temporal  of 
fixation  in  the  left  eye  (Fig.  2).  Fluorescein  an- 
giography of  the  left  eye  showed  that  the  nasal 
half  of  the  disc  underwent  delayed  perfusion 
(Fig.  3).  The  diagnosis  of  traumatic  retinal  an- 
giopathy was  made  and  the  patient  followed  over 
the  next  several  weeks.  Twelve  days  after  the 
initial  evaluation  the  patient’s  visual  acuity  in  the 
left  eye  had  improved  to  20/30—3,  but  he  still 
complained  of  a blind  spot  in  his  vision.  The 
fundus  examination  by  7 days  following  the  acci- 
dent revealed  that  the  area  of  ischemia  had 
begun  to  resolve  and  blood  flow  appeared  full  in 
previously  attenuated  arterioles  (Fig.  4).  Thirty- 
seven  days  following  his  initial  trauma  the  visual 
acuity  in  the  left  eye  had  not  improved  beyond 
20/25+3  test  objects  and  he  still  perceived  a 
blind  spot  near  central  fixation  in  the  left  eye. 
Fundus  examination  revealed  slight  temporal 
pallor  of  the  optic  disc,  but  there  was  no  evidence 
of  any  retained  area  of  ischemia  or  vascular  at- 
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FIGURE  1.  Standard  photomicrograph  of  the  patient’s  left 
eye  three  days  post  trauma.  An  area  of  retinal  ischemia  is 
present  temporal  to  the  optic  disc  (arrow).  The  blood  column 
distal  to  the  infarcted  region  is  sludged. 


FIGURE  2.  Visual  field  of  the  patient’s  left  eye  three  days 
post  trauma.  There  is  an  absolute  scotoma  obscuring  one 
half  of  the  temporal  macula  and  extending  to  10c  from  fixa- 
tion. 


FIGURE  3.  Fluorescein  angiogram  seven  days  post  trauma 
demonstrating  slow  perfusion  of  the  nasal  disc  and  an  area  of 
ischemia  near  the  optic  disc  (arrow). 


r ^ 


FIGURE  4.  Fundus  photograph  (OS)  7 days  following  the 
accident  revealed  some  resolution  of  the  area  of  ischemia. 


tenuation,  as  had  been  noted  initially.  Fundus 
photography  revealed  the  exudates  had  com- 
pletely resolved  (Fig.  5)  but  a repeat  visual  field 
demonstrated  a persistent  paracentral  scotoma, 
although  decreased  in  size  from  the  original  (Fig. 
6).  Fluorescein  angiography  was  repeated  forty- 


nine  days  after  the  initial  trauma  and  nasal  filling 
of  the  optic  disc  at  that  time  continued  to  appear 
relatively  light  (Fig.  7).  At  6 months  following  the 
accident,  his  visual  acuity  was  still  20/20—3  OS. 
Funduscopic  examination  was  felt  to  be  unre- 
markable and  the  paracentral  scotoma  could  not 
be  detected  on  visual  field  testing. 
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FIGURE  5.  Fundus  photograph  (OS)  forty-eight  days  post 
trauma.  The  area  of  ischemia  has  essentially  resolved. 


FIGURE  6.  Visual  field  of  patient’s  left  eye  thirty-seven 
days  post  trauma.  The  paracentral  scotoma  remains  but  has 
diminished  in  size. 


FIGURE  7.  Fluorescein  angiogram  (OS)  taken  seven  weeks 
post  trauma.  The  area  of  ischemia  is  no  longer  present. 


PATHOLOGY 

DISCUSSION 

Since  the  original  description  by  Purtscher  in 
1911  of  post  traumatic  retinal  changes,1  which 
consists  primarily  of  scattered  hemorrhages  and 
areas  of  ischemia  within  the  retina  there  have 
been  numerous  reports  of  this  pathological  pro- 
cess.2’ 3 Traumatic  retinal  angiopathy  can  be  due 
to  at  least  five  recognized  etiologies  including: 
Purtscher’s  retinopathy  due  to  nonocular  head 
trauma  or  chest  compression;  Berlin’s  commotio 
retinae  due  to  local  ocular  trauma;3  traumatic 
asphyxia  due  to  chest  compression;4  hydrostatic 
pressure  due  to  rapid  deceleration;5  and  fat  em- 
boli from  fractured  long  bones6  or  acute  pan- 
creatitis.7 Since  the  funduscopic  changes  includ- 
ing retinal  edema,  hemorrhages  and  exudates  are 
similar  among  these  entities,  the  clinical  presen- 
tation is  the  most  helpful  in  making  a diagnosis. 
The  clinical  picture  in  a setting  of  recent  trauma 
generally  include  decreased  visual  acuity,  post- 
ischemic  whitened  areas  of  the  retina  between 
the  disc  and  macula,  retinal  hemorrhages  and 
macular  mottling  following  non-ocular  head 
trauma.  The  syndrome  is  also  characterized  by 
spontaneous  visual  and  funduscopic  improve- 
ments without  therapy;  however,  this  resolution 
may  be  slow  and  incomplete.  It  has  been  postu- 
lated that  the  retinal  changes  are  due  to  stasis  of 
blood  flow  in  the  retinal  vessels  secondary  to  the 
increase  of  cerebral  spinal  fluid  pressure  induced 
by  the  traumatic  incidents.  It  now  appears  that 
the  pathology  seen  in  this  entity  is  due  to  a sud- 
den elevation  in  the  venous  pressure  in  the  head 
and  neck  following  trauma.  This  back  pressure  is 
caused  by  the  lack  of  venous  valves  in  the  upper 
part  of  the  body.  The  rise  in  pressure  can  be 
transmitted  to  the  retinal  vessels  causing  en- 
dothelial damage,  leakage  and  arteriolar  spasm. 
An  additional  etiology  is  the  production  of  fat 
emboli  from  trauma  to  other  body  parts  distal  to 
the  eye.  Recent  fluorescent  angiography  studies 
suggest  that  the  leakage  from  blood  vessels  and 
retinal  hemorrhages  are  produced  by  the  sudden 
rise  in  intraluminal  pressure,  while  the  ischemia 
is  secondary  to  a thrombus  caused  by  embolized 
fat.8 

The  occurrence  of  visual  disturbances  may  be 
seen  immediately  following  the  traumatic 
episode  or  be  delayed  in  onset  for  several  days 
following  the  trauma.  Initially,  vision  may  drop 
to  no  light  perception  or  be  extremely  variable 
with  complaints  of  blurred  vision  or  scotoma. 
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The  duration  of  this  reduced  visual  perception 
may  be  from  minutes  to  weeks  and  in  some  cases 
failure  to  totally  resolve.  Externally  the  patient’s 
eyes  may  appear  completely  normal.  Alterna- 
tively they  may  show  evidence  of  raised  intra- 
thoracic  pressure  in  the  form  of  petechial  or  sub- 
conjunctival hemorrhages.  A thorough  examina- 
tion of  the  fundus  may  reveal  hemorrhages,  exu- 
dates and  attenuation  of  the  arterioles  secondary 
to  vascular  spasm. 

The  clinical  setting  and  associated  signs  and 
symptoms  of  secondary  traumatic  retinal  an- 
giopathy are  listed  in  Table  1.  A complete  list  of 
all  possible  etiologies  for  this  type  of  ocular 
pathology  would  be  as  long  as  the  list  for  all 
potential  trauma.  This  is  not  practical,  but  it  is 
reasonable  to  expect  that  in  the  face  of  trauma, 
patients  who  have  complained  of  visual  distur- 
bances should  be  evaluated  for  their  ocular  com- 
plaints. This  examination  should  include  an 
adequate  best-corrected  visual  acuity,  evaluation 
of  ocular  motility,  inspection  of  the  corneas  and 
anterior  segment,  and  pupillary  responses  in 
both  eyes.  Further,  a reasonably  detailed  de- 
scription of  the  fundus  should  be  a part  of  the 
initial  record  if  the  view  is  not  obscured  by 
cataract,  hemorrhage  or  other  opacification  of  the 
ocular  media.  These  few  quickly  ascertainable 
facts  about  this  organ  system  (the  eye)  are  of  no 
less  importance  than  the  recording  of  the  pa- 
tient’s blood  pressure,  level  of  consciousness, 
cardiovascular,  respiratory  or  abdominal  status. 
In  the  early  work-up  and  management  of  the 
patient  described  in  this  report  there  was  no 


recording  of  the  visual  acuity  in  any  of  his  hospital 
records.  A test  for  visual  acuity  has  to  be  one  of 
the  most  easily  obtained  pieces  of  data  available 
to  physicians  and  can  often  uncover  unsuspected 
ocular  involvement.  Physicians  called  to  attend 
patients  involved  in  nonocular  crushing  injuries 
should  not  dismiss  seemingly  insignificant  com- 
plaints involving  vision.  These  symptoms  may 
signal  handicap-producing  pathology  that  re- 
mains long  after  the  patient  recovers  from  his 
primary  trauma.  □ 
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Table  1 

DIFFERENTIAL  DIAGNOSIS  OF  TRAUMATIC  RETINAL  ANGIOPATHY 


Initial 

Vision 

Final 

Vision 

External 

Eye 

Fundus 

Chest  compression 

variable;  20/20 

normal  to 

normal  to 

hemorrhage  and 

(i.e.,  fall,  steering 

to  no  light 

diminished 

subconj  unctival 

exudates 

wheel,  seat  belt) 

perception 

hemorrhage 

Asphyxia 

normal  to  no 

normal  to 

subconjunctival 

retinal 

light 

no  light 

hemorrhages 

hemorrhages 

perception 

perception 

and  edema 

Rapid  change  in 

markedly 

normal 

subconjunctival 

normal  to 

hydrostatic 

decreased 

hemorrhage 

arteriole  spasm 

pressure 

vision 

with  hemorrhages 

Abdominal 

normal  to 

normal  to 

petechial 

exudates. 

compression 

marked  decrease 

diminished 

hemorrhage  and 

hemorrhages, 

and  bone 

in  acuity 

with 

subconjunctival 

vascular  spasm, 

fracture 

scotoma 

hemorrhages 

retinal  edema 
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Medical  Practice  Made  Perfect 


THE  BUSINESS  SIDE  Every  healthy  medical 
practice  has  a business  side.  There  are  records  to 
keep.  Bills  to  pay.  And  bills  to  collect  — both  di- 
rectly from  patients  and  from  third  parties  (like 
insurance  companies  and  government  agencies). 

CompuSystems  offers  the  modern  medical 
practitioner  an  office  automation  system  that  will 
help  take  care  of  the  business  side  of  a doctor's 
practice.  Whether  the  practice  is  solo  or  group, 
our  medical  computer  system  can  handle  ac- 
counts receivable,  accounts  pay- 
able, general  ledger,  payroll,  cash 
accounting,  word  processing  and 
more. 


A CURE  FOR  "THE  BLUES" 

One  important  feature  of  our  Medi- 
cal System  is  the  direct  link  we  have 
established  with  Blue  Cross/Blue 


Shield.  A telephone  tie-m  with  "the  Blues"  com- 
puter enables  you  to  actually  receive  Medicare 
and  insurance  payments  in  a matter  of  days  rather 
than  a matter  of  months.  This  cash  flow  improve- 
ment, together  with  improved  manpower  efficien- 
cy, makes  the  CompuSystems  approach  to  prac- 
tice management  less  expensive  than  traditional 
methods. 

In  fact,  five  year  lease/purchase  arrangements 
on  our  entire  medical  system  are  available  for  ap- 
proximately $450  per  month. 
JUST  WHAT  THE  DOCTOR 
ORDERED  The  practice  of  mod- 
em medicine  requires  modem  tech- 
niques of  information  management. 
Advanced  computer  technology 
makes  it  possible  — CompuSystems 
makes  it  happen. 

Contact  us  for  a demonstration. 
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PLASMIDS  AND  ANTIBIOTIC  RESISTANCE  IN 
GRAM-NEGATIVE  BACTERIA 

W.  EDMUND  FARRAR,  JR.,  M.D.* 


During  the  past  few  decades  the  streptococci 
and  staphylococci  have  been  replaced  by  gram- 
negative organisms  as  the  leading  causes  of  life- 
threatening  bacterial  infection.  Although  there 
are  many  reasons  for  this  shift,  an  important  one 
is  the  remarkable  ability  of  many  gram-negative 
bacteria  to  acquire  resistance  to  antimicrobial 
agents.  Much  of  the  acquired  resistance  to  an- 
timicrobial agents  in  gram-negative  bacteria  is 
due  to  extrachromosomal  genetic  elements 
called  plasmids,  which  can  often  be  transferred 
through  cell-to-cell  contact  from  one  species  to 
another  by  the  process  of  conjugation. 

DISCOVERY  AND  SPREAD  OF  PLASMID- 
MEDIATED  RESISTANCE 

Multiple  drug  resistance  due  to  transferable 
plasmids  was  first  discovered  in  strains  of 
Shigella  dysenteriae  causing  bacillary  dysentery, 
shortly  after  the  end  of  the  Second  World  War.1 
Multiple  drug  resistance  had  never  before  been 
observed  in  this  species,  and  several  bacteriolog- 
ical and  epidemiological  features  of  the  situation 
suggested  that  the  shigellae  might  be  receiving 
some  sort  of  resistance  factor  from  E.  coli  strains 
already  present  in  the  patients’  intestinal  tracts. 
Two  groups  of  investigators  soon  demonstrated 
transfer  of  multiple  resistance  from  E.  coli  to 
previously  sensitive  shigellae  when  the  two  or- 
ganisms were  grown  together. 

Within  a few  years  after  these  findings  were 
first  published  in  English,  transferable  resistance 
factors  (R  factors)  were  found  in  England,  West 
Germany  and  the  United  States.  Since  these 
early  years  a multitude  of  studies  has  demon- 
strated the  occurrence  of  plasmid-mediated  re- 
sistance in  virtually  all  the  medically  important 
species  of  facultative  “enteric”  gram-negative 


* From  the  Infectious  Diseases  Division,  Department  of 
Medicine,  Medical  University  of  South  Carolina,  Charles- 
ton, S.  C.  29403. 


bacilli  (Table  1A),  and  there  is  much  evidence 
that  its  incidence  has  been  increasing  during  the 
past  decade.  In  most  studies  more  than  half  of  the 
multiple  resistance  has  been  found  to  be  due  to 
self-tramsmissible  plasmids.  By  now  resistance 
to  nearly  all  the  important  antimicrobial  agents 
has  been  found  in  at  least  some  instances  to  be 
determined  by  genes  located  on  plasmids  (Table 
IB). 

Recently  resistance  plasmids  have  been  dem- 
onstrated in  other  groups  of  intestinal  bacteria. 
Of  special  interest  is  their  occurrence  in  Bacte- 
roides  fragilis,  an  extremely  abundant  member 
of  the  anaerobic  flora  of  the  lower  bowel,  which 
might  serve  as  an  important  reservoir  of  resis- 
tance determinants  for  transfer  into  other  bacte- 
rial species. 

A particularly  ominous  development  is  the 
spread,  in  the  last  few  years,  of  resistance  plas- 
mids outside  the  “enteric”  bacteria.  In  1972 
plasmid-associated  resistance  to  ampicillin  was 
first  described  in  Haemophilus  influenzae,  and 
this  has  subsequently  become  sufficiently  wide- 
spread to  necessitate  use  of  chloramphenicol  in 
initial,  empirical  therapy  of  meningitis  due  to 
this  organism.  Even  more  recently,  plasmid- 
mediated  resistance  to  chloramphenicol  has 
been  found  in  H.  influenzae.  Since  1976,  high 
level  resistance  to  penicillin  due  to  a plasmid- 
controlled  penicillinase  has  been  encountered  in 
gonococci  in  Britain  and  the  United  States,  the 
strains  apparently  having  originated  in  Afr ica  and 
Southeast  Asia.  Patients  infected  with  such 
strains  are  entirely  refractory  to  treatment  with 
penicillin.  So  far  these  strains  do  not  appear  to  be 
increasing  in  prevalence,  and  the  focus  in  En- 
gland may  have  been  eradicated.  But  the  appre- 
hension remains  that  if  resistance  plasmids  can 
spread  to  H.  influenzae  and  the  gonococcus,  they 
may  someday  soon  appear  in  such  organisms  as 
the  meningococcus,  with  disastrous  consequen- 
ces. 
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Table  1 


A.  MEDICALLY  IMPORTANT  BACTERIA  IN  WHICH  RESISTANCE  PLASMIDS  HAVE  BEEN  FOUND. 


Enterobaeteriaceae 


Other  enteric  bacteria 


Non-enteric  bacteria 


Escherichia  coli 
Shigella  species 
Salmonella  species 
Klebsiella  pneumoniae 
Proteus  species 
Serratia  marcescens 
Enterobacter  species 
Citrobacter  freundii 


Pseudomonas  aeruginosa 
Vibrio  cholerae 
Bacteroides  fragilis 
Clostridium  perfringens 
Streptococcus  (groups  D&B) 
Aeromonas  species 


Haemophilus  influenzae 
Neisseria  gonorrhoeae 
Staphylococcus  aureus 
Streptococcus  (group  A) 
Branhamella  catarrhalis 


B.  CLINICALLY  USEFUL  ANTIMICROBIAL  AGENTS  TO  WHICH  PLASMID-MEDIATED  RESISTANCE  HAS  BEEN 
FOUND. 


Synthetic  anti- 

Antibiotics  microbial  agents 

Penicillins  Sulfonamides 

Cephalosporins  Trimethoprim 

Tetracyclines 

Chloramphenicol 

Streptomycin-spectinomycin 

Kanamycin-neomycin 

Gentamicin-tobramycin 

Amikacin 


BIOLOGY  OF  RESISTANCE  PLASMIDS 

The  physical  entity  responsible  for  transmissi- 
ble drug  resistance  is  a covalently  closed  circular 
molecule  of  double-stranded  extrachromosomal 
DNA  called  a plasmid.  2> 3 Most  plasmids  range  in 
size  from  a few  million  to  approximately  100  mil- 
lion daltons  molecular  weight,  although  a few  are 
larger  or  smaller.  They  are  thus  about  1%  as  large 
as  the  bacterial  chromosome  (molecular  weight 
approximately  3 billion  daltons  in  E.  coli),  which 
they  resemble  in  general  organization. 

Although  plasmid  DNA  can  be  transferred 
from  one  bacterial  cell  to  another  by  transduction 
(via  a bacterial  virus)  or  transformation  (uptake  of 
naked  DNA),  the  mechanism  which  almost  cer- 
tainly predominates  in  nature,  at  least  among 
gram-negative  organisms,  is  conjugation  (Figure 
1).  In  this  process  pair  formation  takes  place  be- 
tween a donor  and  recipient  cell  by  means  of  a 
special  structure,  the  sex  pilus,  synthesized  by 
the  donor.  This  attaches  to  the  surface  of  the 
recipient  cell  and  may  serve  as  the  conduit 
through  which  plasmid  DNA  passes  from  donor 
to  recipient.  One  strand  of  the  double-stranded 
molecule  is  enzymatically  “nicked”  and  passes 
into  the  recipient  cell.  Complementary  DNA 
strands  are  synthesized  in  both  donor  and  recipi- 
ent cell  using  the  single-stranded  DNA  as 
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template,  so  that  at  completion  of  the  process 
each  possesses  a copy  of  the  plasmid. 

Plasmids  larger  than  about  20  million  daltons 
are  usually  self-transmissible  (conjugative);  that 
is,  they  contain,  in  addition  to  the  genes  confer- 
ring drug  resistance  and  those  required  for  au- 
tonomous maintenance  in  the  cell,  genes  needed 
for  synthesis  of  the  sex  pilus  and  other  proteins 
required  for  conjugal  transfer.  Smaller  plasmids 
are  often  non  self-transmissible  (nonconjuga- 
tive),  but  when  they  co-exist  in  a cell  with  a 
larger,  conjugative  plasmid  they  may  be 
mobilized  by  it,  sometimes  without  co-transfer  of 
the  conjugative  plasmid  itself. 

In  order  to  study  plasmids  effectively,  it  is 
necessary  to  have  some  way  of  determining  iden- 
tity or  degree  of  relatedness  (similarity  in  the 
sequence  of  bases  in  the  DNA)  among  plasmids 
from  various  sources.  In  the  genetic  approach, 
advantage  is  taken  of  the  fact  that  similar  plas- 
mids are  unable  to  co-exist  stably  in  the  same 
bacterial  cell,  whereas  dissimilar  plasmids  can  do 
so.  By  testing  large  numbers  of  plasmids  from  all 
over  the  world  in  this  way,  at  least  16  distinct 
incompatibility  groups  have  been  identified  for 
plasmids  occurring  in  E.  coli  and  related  species. 
In  the  molecular  approach,  properties  of  the 
plasmid  DNA  molecules  are  studied  directly. 
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FIGURE  1.  Specific  pair  formation  between  a donor  (left)  and  recipient  E.  coli.  (From  Falkow2) 


Plasmid  molecular  weights  may  be  estimated  by 
electrophoresis  in  an  agarose  gel.  Bacterial  re- 
striction endonucleases,  enzymes  which  cleave 
DNA  molecules  at  specific  recognition  sites,  can 
be  used  to  generate  a series  of  plasmid  fragments 
which  can  then  be  compared  by  agarose  gel  elec- 
trophoresis with  the  fragments  obtained  from 
another  plasmid.  Plasmids  of  similar  size  which 
yield  identical  fragments,  especially  when  two  or 
more  restriction  enzymes  are  employed,  are 
probably  identical.  Other,  more  sophisticated, 
techniques  can  be  used  to  remove  all  doubt. 

A relatively  recent  discovery,  which  has  im- 
portant implications  for  our  understanding  of 
both  the  spread  of  drug  resistance  and  the  origin 
of  resistance  plasmids,  is  that  many  drug  resis- 
tance genes  reside  upon  a DNA  sequence  which 
can  be  translocated  from  one  plasmid  to  another 
in  the  same  bacterial  cell.  Such  transposons  have 
been  described  which  specify  resistance  to  am- 
picillin,  tetracycline,  chloramphenicol,  trimeth- 
oprim-streptomycin, kanamycin-neomycin,  and 
recently,  in  our  laboratory,  gentamicin-tobra- 
mycin. It  may  be  that  the  genes  for  many  antibi- 
otic-inactivating enzymes,  originally  present  on 
the  chromosomes  of  antibiotic-producing  or- 
ganisms of  the  soil,  became  incorporated  into 
translocatable  DNA  sequences  and  thereby  dis- 
seminated among  a diverse  array  of  plasmids  and 
bacterial  species. 

Antibiotic  resistance  associated  with  plasmids 
is  often  due  to  synthesis  of  a plasmid-directed 
protein,  such  as  an  enzyme  which  inactivates  the 


drug  (penicillins,  cephalosporins,  amino- 
glycosides, chloramphenicol),  a new  mem- 
brane-bound protein  which  affects  transport  of 
the  antibiotic  across  the  cell  membrane  (tetracy- 
cline), or  a vital  bacterial  enzyme  which  is  resis- 
tant to  the  action  of  the  drug  (sulfonamides, 
trimethoprim). 

CLINICAL  AND  EPIDEMIOLOGICAL 
ASPECTS 

Epidemics  of  intestinal  infection  caused  by  an- 
tibiotic resistant  bacteria. 

Appearance  of  a new  pattern  of  plasmid- 
mediated  drug  resistance  in  an  intestinal  patho- 
gen may  be  followed  by  rapid  dissemination  of 
the  organism  through  the  human  or  animal  popu- 
lation and  a dramatic  increase  in  the  incidence  of 
illness.  This  usually  occurs  when  conditions  of 
sanitation  are  favorable  for  fecal-oral  transmis- 
sion of  intestinal  bacteria  and  heavy  antibiotic 
usage  provides  a selective  advantage  to  the 
antibiotic-resistant  organism  over  the  pre- 
existing susceptible  strains. 

During  1969  and  1970  an  extensive  pandemic 
of  dysentery  due  to  the  Shiga  bacillus  (Shigella 
dysenteriae  type  1)  swept  through  Central 
America  and  southern  Mexico.4  This  outbreak 
was  remarkable  both  because  of  its  extent  (an 
estimated  500,000  cases  in  six  countries)  and  the 
severity  of  clinical  illness  produced,  and  because 
the  Shiga  bacillus,  a major  cause  of  dysentery  in 
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many  parts  of  the  world  before  the  First  World 
War,  had  by  1950  virtually  disappeared.  Nearly 
all  of  the  strains  isolated  during  the  epidemic 
were  resistant  to  sulfonamides,  streptomycin, 
tetracycline  and  chloramphenicol,  due  to  the 
presence  of  a self-tramsmissible  plasmid.  Such 
multiple  drug  resistance  had  never  before  been 
encountered  in  this  species. 

In  1972  an  unprecedented  outbreak  of  typhoid 
fever  began  in  the  area  of  Mexico  City,  spreading 
to  surrounding  regions  and  eventually  resulting 
in  more  than  10,000  confirmed  cases.5  Like  the 
dysentery  bacilli,  the  responsible  organisms 
were  nearly  all  resistant  to  sulfonamides,  strep- 
tomycin, tetracycline  and  chloramphenicol,  and 
contained  a self-transmissible  plasmid.  Resis- 
tance to  antibiotics,  especially  chloramphenicol, 
had  previously  been  extremely  unusual  among 
strains  of  S.  typhi.  Later  in  the  outbreak  a smaller 
number  of  strains  were  found  which  also  exhibit- 
ed resistance  to  ampicillin.  Subsequent  to  the 
Mexican  epidemic  strains  of  S.  typhi  resistant  to 
chloramphenicol,  and  frequently  to  other  drugs 
as  well,  have  been  encountered  more  frequently, 
especially  in  Asian  countries. 

The  remarkable  coincidence  of  these  two 
major  outbreaks  of  enteric  disease  in  the  same 
geographic  area,  due  to  organisms  possessing  the 
same  unusual  pattern  of  multiple  drug  resis- 
tance, suggested  that  both  the  S.  dysenteriae  and 
S.  typhi  strains  might  harbor  a common  plasmid 
— one  which  might  contain  genes  conferring  a 
special  virulence  as  well  as  antimicrobial  resis- 
tance. But  studies  in  several  laboratories  showed 
that  the  plasmids  in  the  two  species  were  not 
identical  and  actually  belong  to  two  different  in- 
compatibility groups. 


Plasmid-mediated  resistance  and  hospital- 
associated  infections. 

Although  extensive  epidemics  such  as  those 
described  above  provide  dramatic  examples  of 
the  impact  of  this  type  of  resistance,  the  most 
important  locus  of  this  phenomenon  is  undoubt- 
edly the  hospital.  Here  the  intensity  of  antibiotic- 
usage  is  much  greater  than  in  the  community  at 
large.  In  the  United  States  approximately  one- 
third  of  patients  in  a general  hospital  are  receiv- 
ing at  least  one  antibiotic  at  any  given  time,  and 
many  are  receiving  several  simultaneously.  Most 
new  antibiotics  are  first  employed  in  the  hospital 
setting,  and  those  which  must  be  administered 
parenterally  are  essentially  restricted  to  use  in 
hospitalized  patients.  Most  importantly,  many 
opportunities  exist  in  the  hospital  environment 
for  person-to-person  spread  of  those  multiresis- 
tant  organisms  which  are  selected  out  by  the 
presence  of  antibiotics. 

Salzman  and  Klemm6  investigated  the  preva- 
lence of  resistance  to  various  antibiotics  among 
the  fecal  bacteria  of  different  groups  of  people 
associated  with  a large  municipal  hospital  (Table 
2).  Only  hospitalized  patients  receiving  one  or 
more  antibiotics  exhibited  a high  prevalence  of 
fecal  organisms  resistant  to  any  of  the  four  an- 
tibiotics investigated.  Many  of  the  patients  who 
were  receiving  only  a single  drug  excreted  or- 
ganisms resistant  to  all  four  — an  example  of  the 
amplifying  effect  whereby  administration  of  a 
single  agent  can  select  for  organisms  which  har- 
bor a multiple  resistance  plasmid  conferring  re- 
sistance to  several  additional  drugs.  The  striking 
difference  between  hospitalized  patients  receiv- 
ing antibiotics  and  all  the  other  categories  of 
subjects  may  be  due  entirely  to  the  selection  of 


Table  2 

PROPORTION  OF  SURJECTS  WITH  RESISTANT  BACTERIA 
IN  RECTAL  SWAB  CULTURES 


% with  bacteria  resistant  to 


Subjects 

Ampicillin 

Tetracycline 

Chloramphenicol 

Kanamycin 

Community 

52 

45 

8 

4 

Nursing  personnel 

48 

57 

7 

4 

Hospital  patients 
(no  antibiotics) 

57 

34 

0 

4 

Hospital  patients 
(antibiotics) 

95 

79 

84 

74 

(Modified  from  Salzman  and  Klemm5) 
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resistant  bacteria  by  the  antibiotic,  but  cell-to- 
cell  transfer  of  resistance  plasmids  in  vivo  may 
also  have  played  a role. 

The  close  association  between  antibiotic  usage 
and  development  of  resistance  can  be  especially 
striking  when  topical  antibiotic  preparations  are 
involved.  In  the  late  1960’s,  topical  gentamicin 
preparations  were  used  extensively  in  the  pre- 
vention and  treatment  of  infections  due  to 
Pseudomonas  aeruginosa  in  patients  with  severe 
bums  at  Grady  Memorial  Hospital  in  Atlanta, 
Georgia. 7 This  was  soon  followed  by  a dramatic 
increase  in  the  prevalence  of  gentamicin- 
resistant  strains  of  P.  aeruginosa  belonging  to 
pyocine  type  5.  At  the  height  of  the  outbreak 
these  organisms  were  almost  entirely  restricted 
to  the  burn  unit.  Discontinuation  of  the  use  of 
topical  gentamicin  was  followed  by  an  equally 
rapid  fall  in  resistance.  But  the  prevalence  of 
gentamicin  resistance  among  strains  of  P. 
aeruginosa  remained  higher  than  it  had  been 
before  the  outbreak,  and  resistance  was  now  ob- 
served throughout  the  hospital  and  in  new 
pyocine  types  of  P.  aeruginosa.  Control  of  an 
outbreak  due  to  drug  resistant  organisms  may 
leave  behind  a residual  prevalence  of  resistance 
higher  than  that  which  obtained  before  the  out- 
break occurred. 

A remarkable  epidemic  of  nosocomial  infec- 
tions due  to  gentamicin-resistant  gram-negative 
bacteria  occurred  at  the  Vanderbilt  Medical 
Center  in  Nashville,  Tennessee.  Beginning  in 
1973,  a substantial  increase  in  prevalence  of  re- 
sistance to  gentamicin  was  observed  among 
strains  of  Serratia  marcescens  and  Pseudomonas 
aeruginosa.  By  1976  resistance  was  also  occur- 
ring in  strains  of  Klebsiella  pneumoniae  and  occa- 
sionally in  Enterobacter  cloacae.  Eventually  the 
epidemic  involved  four  different  hospitals, 
inter-hospital  spread  apparently  taking  place  via 
the  hands  of  the  medical  staff.  Investigation  of 
gentamicin-resistant  strains  from  this  epidemic 
in  my  laboratory,  primarily  by  Dr.  Craig  Rubens, 
has  elucidated  the  nature  and  evolution  of  the 
resistance  plasmids  involved.8  In  strains  of  S. 
nmrcescens  and  P.  aeruginosa  isolated  early  in 
the  outbreak,  resistance  to  gentamicin  (and  tob- 
ramycin) was  mediated  by  a small,  non- 
conjugative  plasmid  of  about  10  Md  molecular 
weight.  In  S.  marcescens , either  an  80  Md  or  100 
Md  conjugative  plasmid,  which  conferred  resis- 
tance to  several  additional  antibiotics,  coexisted 


with  the  small  gentamicin  plasmid.  In  strains  of 
S.  marcescens  and  K.  pneumoniae  isolated  later 
in  the  epidemic,  a 105  Md  conjugative  plasmid 
was  found  which  was  shown  to  represent  a re- 
combinant between  the  10  Md  and  100  Md  plas- 
mids prevalent  early  in  the  outbreak.  Further 
investigation  revealed  that  the  genes  conferring 
resistance  to  gentamicin  (and  tobramycin)  were 
located  on  a transposable  DNA  sequence  (trans- 
poson)  of  6 Md  molecular  weight,  which  had 
originally  comprised  part  of  the  10  Md  plasmid 
but  had  been  transposed  to  the  100  Md  plasmid. 
This  process  of  plasmid  evolution,  which  re- 
sulted in  formation  of  a 105  Md  conjugative 
plasmid  containing  all  the  antibiotic  resistance 
markers,  probably  contributed  to  the  dissemina- 
tion of  gentamicin  resistance  during  the 
epidemic,  since  conjugal  transfer  of  a single 
composite  multiple  resistance  plasmid  would  be 
more  efficient  than  mobilization  of  a small  non- 
conjunctive gentamicin  resistance  plasmid  by  a 
larger  plasmid. 

Just  as  heavy  usage  of  an  antibiotic  often  re- 
sults in  a rapid  increase  in  the  prevalence  of 
resistance  to  it,  a significant  decrease  in  usage 
may  be  followed  by  a fall  in  the  prevalence  of 
resistance  to  it  — and  to  other  drugs  as  well. 
Bulger,  Larson  and  Sherris9  investigated  the  re- 
sistance to  various  antibiotics  among  strains  of 
Klebsiella-Enterobacter  at  the  University  of 
Washington  in  Seattle  during  1959-1960,  and 
compared  the  findings  with  those  obtained  eight 
years  later.  As  shown  in  Table  3,  in  1959-60, 
when  streptomycin  and  tetracycline  were  being 
used  extensively,  about  half  the  strains  were  re- 
sistant to  one  or  the  other  agent,  and  approxi- 
mately half  exhibited  multiple  resistance  (two  or 
more  antibiotics).  By  1968,  when  streptomycin 
and  tetracycline  had  been  replaced  to  a large 
extent  by  newer  antibiotics,  the  incidence  of  re- 
sistance to  these  drugs,  and  of  multiple  resis- 
tance, had  fallen  to  less  than  10%.  Decreased 
usage  of  a drug  may  reduce  the  selection  pres- 
sure for  a plasmid  conferring  resistance  to  that 
drug  and  several  others. 

Clearly,  the  relationship  between  antibiotic 
usage  and  resistance  is  a close  one.  Better  under- 
standing of  the  basic  biology  of  resistance  plas- 
mids may  eventually  lead  to  development  of 
more  effective  strategies  for  controlling  the 
emergence  and  spread  of  resistance.  But  for  the 
foreseeable  future  the  best  hope  lies  in  more 
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judicious  and  restrained  prescribing  of  antimi- 
crobial drugs  by  well-informed  practicing  physi- 
cians. □ 
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Table  3 


INCIDENCE  OF  DRUG  RESISTANCE  AMONG  STRAINS 
OF  KLEBSIELLA-ENTEROBACTER 

% Resistant  % Resistant  % Multi- 

Year  to  streptomycin  to  tetracycline  resistant * 

1959-60  53  39  57 

1968  9 89 


* Resistant  to  two  or  more  antimicrobial  agents 
(Modified  from  Bulger,  Larson  and  Sherris9) 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 

(912)  764-6236 
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MEDICINE  UNDER  ATTACK 


Medicine  and  all  of  its  branches  are  under 
attack,  not  only  from  bureaucrats,  but  also  from 
para-medical  and  non-medical  technicians  who 
are  trying  to  lower  the  standards  of  licensure  so 
they  may  practice  medicine  even  though  they 
have  not  achieved  the  proper  qualifications. 

Ophthalmology,  at  present,  seems  to  offer  the 
most  opportune  target,  but  it  will  serve  only  as  a 
precedent  for  the  invasion  of  the  practice  of  other 
branches  of  medicine  by  para-medical  and  non- 
medical groups. 

The  strategy  by  which  non-medical  groups 
hope  to  obtain  medical  status  was  clearly  re- 
vealed when,  in  1978,  optometry  launched  a 
multi-million  dollar  nationwide  advertising  cam- 
paign. Those  ads  told  an  unsuspecting  public 
that,  “An  examination  by  an  optometrist  is  also  a 
good  place  to  begin  guarding  your  family’s  total 
health  care.”  They  concluded  this  effort  to  bypass 
the  general  medical  practitioner,  the  internist, 
and  the  pediatrician  as  well  as  the  ophthal- 
mologist by  proclaiming,  “Your  F amily  Doctor  of 
Optometry.  The  person  to  see.  And  keep  see- 
ing.” 

Optometrists  have  succeeded  in  obtaining  by 
legislative  fiat  the  right  to  use  so-called  diagnos- 
tic drugs  in  21  states  and  therapeutic  as  well  as 
diagnostic  drugs  in  two  states.  Recently  legisla- 
tion was  proposed  in  Arizona  which  would  have 
permitted  these  same  untrained  non-medical 
practitioners  to  perform  surgery  in  the  eye  and 
its  adnexa. 


The  unwarranted  elevation  of  optometry  into 
the  practice  of  medicine  would  establish  a prece- 
dent fraught  with  grave  danger  for  all  of  medi- 
cine. It  would  provide  both  the  legal  sanctifica- 
tion and  popular  momentum  that  has  so  long 
been  awaited  by  audiologists,  nurse  practition- 
ers, psychologists  and  a host  of  allied  practition- 
ers and  non-medical  technicians  who  seek  to  ob- 
tain by  decree  what  they  have  failed  to  obtain  by 
degree.  This  is  emphasized  by  Iowa  chiroprac- 
tors in  their  suit  against  the  AMA  as  they  charge 
that  the  AMA  and  the  rest  of  organized  medicine 
have  excluded  chiropractors  and  prevented  them 
from  practicing  their  trade  freely  by  controlling 
public  access  to  them  and  other  emerging  health 
care  practitioners  such  as  nurses,  physical 
therapists  and  physician  assistants. 

Ophthalmology  is  taking  its  case  to  the  people, 
in  the  interest  of  protecting  the  public  health. 
Public  service  advertisements  will  be  placed  in 
magazines  in  increasing  frequency.  Ophthal- 
mologists are  placing  public  information  mate- 
rials in  their  offices. 

The  ophthalmologists  of  South  Carolina  invite 
their  professional  colleagues  to  join  them  in  a 
united  effort  to  inform  the  public  of  these  dan- 
gers to  their  health. 

Charles  B.  Bobo,  M.D. 

President,  S.  C.  Society  of  Ophthalmology 
P.  O.  Box  369 
Greenwood,  S.  C.  29646 
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DRUG-RESISTANT  BACTERIA:  IMPLICATIONS  FOR 
COMMUNITY  HOSPITALS  AND  PRACTICING  PHYSICIANS 


In  this  issue  of  The  Journal,  Dr.  Edmund  Far- 
rar summarizes  current  information  about 
plasmid-mediated  drug  resistance  in  gram- 
negative bacilli.  This  is  a topic  frequently  dis- 
cussed in  the  major  medical  centers,  but  seldom 
heard  in  most  smaller  community  hospitals.  It  is 
interesting  to  ponder  why  this  difference  exists. 

The  explanation  is  not  that  practicing  physi- 
cians in  community  hospitals  are  less  “intellec- 
tual”, but  rather  that  they  encounter  the  prob- 
lem of  plasmid-mediated  drug  resistance  in 
gram-negative  rods  much  less  frequently.  For 
example,  at  the  University  of  Virginia  Hospital 
20  percent  of  hospital-acquired  bacteremias  due 
to  gram-negative  rods  have,  since  1974,  been 
resistant  to  the  antibiotic,  gentamicin.1  In  most 
small  community  hospitals,  such  gentamicin  re- 
sistance is  distinctly  uncommon.  In  Columbia, 
South  Carolina,  one  of  us  (CSB)  has  monitored 
antibiotic  susceptibility  patterns  among  blood 
culture  isolates  since  1975  and  has  found  only  one 
community-hospital  acquired,  gentamicin-resis- 
tant gram-negative  rod  of  the  Enterobaeteriaciae 
family  in  five  years!  Why  are  the  differences  so 
great? 

It  is  tempting  to  postulate  that  gentamicin  re- 
sistance is  less  common  in  smaller  community 
hospitals  because  of  more  conservative  prescrib- 
ing patterns.  Practicing  physicians  may  be  more 
reluctant  to  prescribe  such  potentially  toxic 
“drugs  of  fear”  compared  to  house  staff  physi- 
cians in  teaching  hospitals,  most  of  whom  keep 
copies  of  the  dosing  nomograms  in  their  pockets. 
Another  explanation  is  that  the  patients  in  sec- 
ondary and  tertiary  referral  centers  may  be 
“sicker”,  often  having  multiple  risk  factors  to 
acquisition  of  nosocomial  infection  in  addition  to 
previous  antibiotic  therapy. 
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A third  explanation  depends  upon  the  ecology7 
of  plasmid-bearing  bacteria.  Once  established  in 
a hospital  environment,  conjugation  among  bac- 
teria, explained  by  Dr.  Farrar  in  his  article,  not 
only  perpetuates  the  resistance  but  also  confers  it 
to  different  species.  Herein  lies  the  challenge  for 
prevention.  Conceivably,  early  recognition  and 
prompt  institution  of  appropriate  control  mea- 
sures can  halt  the  spread  of  such  resistance  be- 
fore it  becomes  a major  problem. 

Among  the  most  instructive  lessons  in  drug 
resistance  was  that  learned  in  Nashville,  Tennes- 
see between  1973  and  1976. 2 Gentamicin-resis- 
tant Serratia  marcescens  appeared  briefly  in  a 
small  municipal  hospital.  The  episode  was 
quickly  forgotten,  but  within  the  next  two  years, 
similar  microorganisms  were  seen  at  three  other 
hospitals  in  the  community,  causing  21  bac- 
teremias and  eight  deaths.  It  seemed  clear  that 
the  hands  of  medical  personnel  were  at  least 
sometimes  the  vector  for  spread  of  drug  resis- 
tance between  hospitals.  Control  measures  were 
partially  successful,  but  at  the  hospital  with  the 
worst  problem,  Serratia  mated  with  Klebsiella 
and  a pattern  of  drug  resistance  became  en- 
trenched. 

Practicing  physicians  spend  most  of  their  time 
rendering  appropriate  medical  care  for  indi- 
vidual patients  — what  should  be  their  role  in 
such  an  ecologic  problem?  The  accompanying 
table  by  one  of  us  (EB)  indicates  the  appropriate 
“level”  of  study  for  various  problems  in  infectious 
diseases.  Clearly,  such  problems  as  penicillin- 
resistant  pneumococci  and  penicillinase-produc- 
ing Haemophilus  influenzae  and  gonococci  need 
to  be  under  national  and  world-wide  surveil- 
lance. The  appropriate  authority  for  community 
surveillance,  however,  needs  better  definition. 
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Table 


WHAT  IS  THE  APPROPRIATE  “LEVEL”  OF  STUDY  FOR  PRORLEMS  IN  ECOLOGY  AND  EPIDEMIOLOGY  OF 

INFECTIOUS  DISEASES? 


Appropriate  “Level” 
For  Surveillance 

Responsibility 
Assumed  By: 

Examples: 

1.  Interplanetary 

NASA 

Moon  trip  — fear 
of  “Andromeda  strain” 

2.  World-wide 

WHO 

Influenza 

3.  Continental 

PAHO,  etc. 

variola  major  vs.  variola  minor 

4.  National 

CDC 

most  communicable  diseases 

5.  State 

DHEC 

rabies  progression  in  animals 

6.  County 

County  Health 

food  handlers,  local 

Department 

water,  tuberculosis 

7.  Community 

Needs  Defining 

inter-hospital  drug  resistance 

8.  Hospital 

infection  control  persons 

nosocomial  infections 

9.  Individual  Units 

unit  director 

Pseudomonas  in  burn  units 

10.  Individual  Patient 

physician  caring 

Proteus  replacing  E.  coli  in  patient 

for  patient 

with  recurrent  bacteriuria 

In  hospitals  where  drug  resistance  (specifi- 
cally, aminoglycoside  resistance  to  aerobic 
gram-negative  rods)  has  been  uncommon,  isola- 
tion of  patients  whose  cultures  reveal  such  bac- 
teria may  be  extremely  helpful.  Such  isolation 
need  not  be  elaborate.  Hands  are  the  major  vec- 
tor for  spread  of  this  type  of  drug  resistance. 
Studies  have  demonstrated  that  drug-resistant 
gram-negative  rods  can  remain  on  the  hands  of 
medical  personnel  for  up  to  ten  weeks!  The 
exhortation  to  wash  hands  frequently  cannot  be 
uttered  too  frequently,  but  a still  more  effective 
measure  may  be  to  use  disposable  rubber  gloves 
when  taking  care  of  these  patients.  This  serves  to 
emphasize  the  vector  (hands)  and  to  supplement 
handwashing  practices  in  limiting  spread. 

Laboratories  in  community  hospitals  might 
alert  both  practicing  physicians  and  infection 
control  personnel  when  such  bacteria  are  iso- 
lated. Hospital  staffs  are  charged  with  the  duty  of 
antibiotic  audit,  and  hopefully  these  audits  will 


reinforce  conservative  prescribing  habits.  That 
the  problems  discussed  by  Dr.  Farrar  are  un- 
common in  most  smaller  hospitals  is  relevant  also 
to  the  choice  of  antibiotics.  Often,  the  need  for 
newer  drugs  is  much  less  than  in  the  large  medi- 
cal centers,  and  physicians  would  do  well  to  look 
to  their  own  laboratories  rather  than  to  data 
emanating  from  the  teaching  centers  for  perti- 
nent trends. 

— Charles  S.  Bryan,  M.D. 
Eric  Brenner,  M.D. 
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IN-HOUSE  MICROCOMPUTER  SYSTEMS  FOR  PHYSICIANS 

CUSTOM-TAILORED  TO  EACH  PRACTICE 

CAPABLE  OF  HANDLING  THE  VOLUME  OF  A LARGE  CLINIC 

AFFORDABLE  TO  A SOLO  PRACTITIONER 

AUTOMATIC  INSURANCE  CLAIM  FILING 

BLUE  SHIELD  AND  MEDICARE  CLAIMS  PAID  WITHIN  5 DAYS 

INCREASE  CASH  FLOW  AND  COLLECTIONS 

EMBEZZLEMENT  PROTECTION 

AUTOMATIC  BILLING 

COMPLETE  CONFIDENTIALITY  OF  ALL  RECORDS 
MICROFILMING  SERVICES 
SIMPLE  TO  USE 


THE  TOTAL  SYSTEMS  APPROACH 

TO  THE  MANAGEMENT  OF  YOUR  PRACTICE 


ARCADIAN  PLAZA 

4949  TWO  NOTCH  ROAD  • COLUMBIA,  SOUTH  CAROLINA  29204 

(803)  786-8292 


LET  THE  PEOPLE  KNOW 

We  lived  through  an  era  when  all  the  youth  seem  to  be  anti-establishment  and  now,  if  we  are  to 
believe  the  results  of  some  of  the  polls  being  taken  today,  the  public  is  anti-professional  and  anti- 
institution. Here  is  how  many  people  perceive  us  in  medicine.  Many  people  are  thinking  that  medical 
services  have  become  less  available  and  less  successful.  More  people  have  lost  confidence  in  their  ability 
to  pay  the  basic  as  well  as  the  catastrophic  cost  of  health  services.  More  people  are  beginning  to  feel  that 
we  as  a profession  don’t  care  because  there  isn’t  enough  evidence  to  show  that  we  have  done  enough  to 
change  their  feeling.  We  must  let  the  people  know  that  we  do  care  about  them  as  well  as  care  for  them. 

Dr.  Hoyt  Gardner  calls  our  attention  to  the  ideals  of  medicine  as  expressed  by  the  imminent 
Theologian,  the  late  Abraham  Joshua  Heschel,  before  the  AMA  15  years  ago.  “Medicine  is  more  than  a 
profession;  medicine  is  a soul  and  its  calling  involves  not  only  the  application  of  knowledge  and  the 
exercise  of  skills,  but  also  facing  a human  situation.  It  is  not  an  occupation  for  those  to  whom  career  is 
more  precious  than  humanity  or  for  those  who  value  comfort  and  serenity  above  service  to  others.  The 
doctor’s  mission  is  prophetic.” 

“It  is  no  secret  that  the  image  of  the  doctor  in  the  mind  of  the  public  and  in  the  profession  itself  is 
deteriorating.  The  admiration  for  medical  science  is  increasing,  and  respect  for  its  practitioner  is 
decreasing.  The  depreciation  of  the  image  of  the  doctor  is  bound  to  dissiminate  disenchantment  and  to 
affect  the  state  of  medicine  itself.  ” 

Let  us  reverse  this  growing  disenchantment.  Even  as  fallible  mortals,  and  subject  to  human  error  as 
we  are,  let  us  each  strive  to  utilize  to  the  fullest  the  great  technological  advances  of  medicine,  but  at  the 
same  time,  strive  to  be  more  humane. 

In  his  address  before  the  House  of  Delegates  of  the  AMA,  Dr.  Gardner  suggests  three  categories  to 
bring  about  a human  and  social  commitment  for  physicians.  First,  each  of  us  must  see  himself  or  herself 
as  the  prime  communicator  of  our  profession  in  the  one-on-one  relationship  with  the  patient.  This  must 
be  done  with  due  respect  for  the  patient’s  point  of  view.  The  fundamental  purpose  of  this  kind  of 
relationship  is  mutual  trust. 

Second,  we  must  work  for  the  public  good  as  a medical  family. 

Third,  we  must  become  committed  to  greater  community  activities  in  all  matters  that  would  warrant 
medical  professionalism. 

We  know  that  many  positive  steps  are  taken  by  organized  medicine  to  improve  the  quality  of  life  in 
America.  We  know  of  our  effort  with  regard  to  preventive  medicine  (alcoholism,  drug  abuse,  disease 
prevention,  health  education,  mental  health).  We  know  of  our  efforts  to  promote  maternal  and  child 
health,  immunization  programs;  of  our  efforts  on  cost  control;  of  our  efforts  with  regard  to  health 
manpower,  both  as  to  numbers  and  distribution.  We  know  that  our  goal  is  quality  medical  care  for  all 
who  need  it  to  be  delivered  at  the  lowest  possible  cost,  without  sacrificing  services  or  deterioration  of  the 
quality  of  that  care. 

Yes  — you  and  I know  these  things.  Now,  you  and  I have  a responsibility  — let  the  people  know. 

Harrison  L.  Peeples,  M.D.,  President 

“ Better  Health  Through  Health  Education” 
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At  the  Charlotte  T reatment  Center  we 
believe  that  those  who  suffer  from  the 
treatable  disease  of  alcoholism,  and 
their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suf- 
fering from  any  other  disease. 

We  offer  a full  range  of  alcoholism 
medical  and  counseling  services,  in- 
cluding a full  time  Physician,  a 
Psychiatrist  Consultant,  a professional 
staff  of  Registered  Nurses,  a Pharma- 
cist and  a professional  counseling  staff, 
most  of  whom  have  established  excel- 
lent track  records  in  recovery  them- 
selves. We  also  provide  diagnostic 
facilities  within  the  hospital  to  provide 
for  on  the  spot  testing,  quick  results, 
and  a prompt  diagnosis.  We  provide 
individual  and  group  counseling  for  the 
alcoholic  and  the  family,  and  a struc- 
tured program  of  aftercare  which  seeks 
to  insure  longterm,  stable  recovery 


through  intensive  involvement  in  Al- 
coholics Anonymous  and  Al-Anon  Fam 
ily  Groups. 

The  Center  is  a private,  non-profit 
corporation  dedicated  to  providing  ef- 
fective treatment  at  a reasonable  cost 
— treatment  which  will  restore  the  sick 
alcoholic,  and  the  family  of  the  alcohol- 
ic, to  sober,  happy  and  rewarding  lives 


Jamie  Carraway 
Executive  Director 


Rex  R.  Taggart,  M.D. 
Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.  O.  BOX  240197, 1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL  (704)  554  0285 


Charlotte  T reatment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”-IN  CHARLOTTE,  NORTH  CAROLINA 
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CANCER  IN  CHILDREN  AT  THE  MEDICAL  UNIVERSITY 
HOSPITAL:  UPDATE  1980* 


H.  BIEMANN  OTHERSEN,  JR.,  M.D. 
C.  D.  SMITH,  M.D. 


INTRODUCTION 

In  October  1966,  in  this  journal,  we  published 
an  11-year  review  of  childhood  cancer  treated  at 
the  Medical  College  Hospital  in  Charleston.1 
Another  11  years  have  elapsed  and  it  is  time  for 
re-evaluation  and  update  of  our  statistics.  The 
time  covered  for  the  first  analysis  began  with  the 
opening  of  the  Medical  College  Hospital  (Sep- 
tember 27,  1955)  and  covered  the  ensuing  11 
years.  Those  years  witnessed  the  evolution  of  the 
Medical  College  Hospital  from  a local  institution 
to  one  with  truly  statewide  support.  The  new 
hospital  replaced  “Old  Roper”  and  the  concept  of 
a tertiary  referral  center  evolved.  During  this 
period  of  development,  207  children  under  15 
years  of  age  were  hospitalized  here  for  the  treat- 
ment of  cancer.  That  initial  period  from  1955  to 
1966  was  one  of  general  stability  in  medicine  as 
well  as  the  world.  The  Korean  War  ended; 
Eisenhower  became  President;  and  the  world 
was  at  peace. 

The  next  11  years  of  expansion  of  our  Univer- 
sity coincided  with  one  of  the  most  exciting  de- 
cades in  history.  The  news  of  a successful  cardiac 

* From  the  Department  of  Surgery,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29403.  This  article  is  part  of  the  Symposium  on  Current 
Problems  in  Surgery,  appearing  in  the  January  1980  issue. 


transplantation  in  December  1967  electrified  the 
world  and  touched  off  a race  to  replace  old  hearts 
with  new.  The  space  program  enjoyed  one  suc- 
cess after  another,  culminating  in  Americans  on 
the  moon  in  July  and  again  in  November  1969.  In 
medicine,  beagles  as  well  as  infants  grew  and 
prospered  while  receiving  total  intravenous  sup- 
port only.  The  era  of  hyperalimentation  and  nu- 
tritional support  had  begun.  The  Medical  Col- 
lege of  South  Carolina  became  the  Medical  Uni- 
versity of  South  Carolina.  Not  all  news  was  good 
— the  war  in  Viet  Nam  gradually  escalated  and 
eventually  divided  the  country  before  with- 
drawal without  victory.  Philip  Blaiberg,  the  first 
successful  cardiac  transplant  recipient,  died  in 
1969  after  survival  for  19  months.  The  great 
promise  of  immunotherapy  in  the  treatment  of 
cancer  did  not  materialize. 

In  Pediatric  Oncology,  the  last  decade  wit- 
nessed a new  era  of  optimism.  Specialists  who 
treated  cancer  in  children,  namely,  pediatric  on- 
cologists, began  to  change  from  a despondent 
group,  who  had  watched  children  with  leukemia 
die,  to  a vibrant  exciting  speciality  at  the  fore- 
front of  medicine.  Finally,  five-year  survival  in 
leukemia  was  reported. 

The  series  reported  herein  lies  within  the  con- 
text of  these  time  frames  and  events. 
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CANCER  IN  CHILDREN 


METHODS 

From  1967-78  the  records  of  all  children, 
under  16  years  and  admitted  with  cancer,  were 
analyzed  and  tabulated.  Survival  data  were  ob- 
tained from  the  Tumor  Registry  and  from  private 
and  clinic  records.  Patients  were  listed  as  “alive 
and  well”  if  there  was  no  evidence  of  residual 
cancer  and  as  “alive  with  tumor”  if  there  was 
definite  evidence  of  residual  tumor  or  if  treat- 
ment was  incomplete.  Some  patients  could  not 
be  traced  and  are  listed  as  “unknown.”  Because 
of  the  infrequency  of  some  tumors,  a group 
headed  “miscellaneous”  was  inserted.  In  the 
most  recent  survey  some  additional  categories, 
not  included  in  the  original  series,  were  inserted. 

RESULTS 

Table  I from  the  previous  series  is  reproduced 
for  comparison  with  our  present  analysis  pre- 
sented in  Table  II.  These  figures  demonstrate  an 
increase  of  130%  in  the  total  number  of  children 
treated  for  cancer  and  an  over  threefold  increase 
in  the  number  with  leukemia.  Brain  tumors 
showed  the  least  gain  with  50%  increase, 
whereas  solid  tumors  doubled  in  number. 


TABLE  I 

CANCERS  IN  CHILDREN 
0-15  YEARS  OF  AGE 
1955-66 


LEUKEMIA 42 

BRAIN  TUMORS 49 

OTHER  SOLID  MALIGNANT  TUMORS  116 

TOTAL 207 


TABLE  II 

CANCERS  IN  CHILDREN 
0-15  YEARS  OF  AGE 
1967-78 


LEUKEMIA 153 

BRAIN  TUMORS 77 

OTHER  SOLID  MALIGNANT  TUMORS  236 
TOTAL 466 
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Table  III  is  reproduced  from  the  old  series  for 
comparison  with  Table  IV.  A breakdown  of  the 
cancers  into  specific  tumors  allows  a number  of 
interesting  observations.  In  total  numbers, 
neuroblastoma  is  no  longer  the  most  frequent 
solid  tumor  in  our  series,  but  has  been  replaced 
by  Wilms’  Tumor.  Hodgkin’s  disease  has  like- 
wise shown  a marked  increase  in  incidence. 
While  some  of  the  smaller  numbers  reported  in 
the  previous  series  do  not  allow  for  valid  com- 
parison of  survival  figures,  there  has  been  an 
increase  in  survival  in  most  categories,  especially 
notable  in  neuroblastomas  with  an  increase  in 
survival  from  13  to  43%;  in  osteogenic  sarcoma, 
from  22  to  62%;  and  in  the  miscellaneous  sar- 
comas, from  28  to  60%.  Lymphoma  has  shown  a 
doubling  of  the  survival  rate.  Other  areas  show 
lesser  degrees  of  increased  survival.  The  aggre- 
gate total  shows  a survival  of  51%  in  this  series 
compared  with  33.6%  in  the  previous  review. 

DISCUSSION 

The  treatment  of  children  with  cancer  has 
truly  changed  from  a depressing  outlook  to  a 
future  life  with  promise.  In  fact,  the  approaches 
to  some  tumors  in  children  have  served  as  mod- 
els for  cancer  therapy  and  analysis.  Through  the 
cooperative  efforts  of  institutions  and  groups  par- 
ticipating in  the  National  Wilms’  Tumor  Study, 
(NWTS),  the  treatment  of  Wilms’  Tumor  has 
progressed  to  the  point  where  study  of  the  long- 
term effects  of  treatment  and  determination  of 
minimal  possible  therapy  are  being  evaluated. 
Our  participation  in  NWTS  has  allowed  stan- 
dardized therapy  for  these  children  and  our  in- 
volvement in  the  National  Committee  has  per- 
mitted access  to  the  most  current  information. 

The  principal  individuals  on  the  Pediatric  On- 
cology Team  at  the  Medical  University  are  mem- 
bers of  the  Southwest  Oncology  Group  (SWOG) 
and  participate  in  all  the  SWOG  protocols  and 
clinical  trials. 

It  is  now  obvious  that  no  institution  can  collect 
enough  cases  to  obtain  any  meaningful  data  re- 
garding the  results  of  treatment  of  children  with 
cancer.  Cooperative  ventures  and  protocols  with 
valid  statistical  analyses  are  essential.  Similarly, 
on  a local  level,  no  one  physician  can  possess  the 
diversity  of  skills  required  for  current  therapy  of 
childhood  cancer.  Even  individual  consultation 
with  various  specialties  is  not  ideal.  The  optimal 
therapy  for  the  child  with  a malignant  lesion  is  to 

The  Journal  of  the  South  Carolina  Medical  Association 


CANCER  IN  CHILDREN 


TABLE  III 


SURVIVAL 

(solid  tumors) 

TOTAL 

ALIVE 

ALIVE 

DEAD 

UNKNOWN 

and 

with 

WELL 

TUMOR 

i. 

Neuroblastoma 

23 

3 

0 

19 

1 

2. 

Retinoblastoma 

4 

2 

0 

2 

0 

3. 

Lymphosarcome 

19 

3 

0 

16 

0 

4. 

Hodgkins 

6 

4 

0 

2 

0 

5. 

Reticulum  Cell  Sarcoma 

3 

0 

0 

2 

1 

6. 

Wilms  T umor 

12 

7 

0 

5 

0 

7. 

Osteogenic  Sarcoma 

9 

2 

0 

6 

1 

8. 

Ewings  Sarcoma 

2 

0 

0 

2 

0 

9. 

Fibrosarcoma 

5 

3 

0 

2 

0 

10. 

Misc.  Sarcomas 

7 

2 

0 

5 

0 

11. 

Carcinoma  nasopharynx 

4 

1 

0 

3 

0 

12. 

Carcinoma  Thyroid 

4 

3 

1 

0 

0 

13. 

Hepatoma 

3 

1 

1 

1 

0 

14. 

Carcinoma  of  skin 

3 

3 

0 

0 

0 

15. 

Misc.  Carcinomas 

3 

1 

0 

2 

0 

16. 

Teratomas 

5 

3 

0 

2 

0 

17. 

Misc.  Cancers 

4 

1 

0 

2 

1 

TOTALS 

116 

39 

2 

71 

4 

SURVIVAL  33.6°o 

Brain  Tumors j 49  j j 2 j 30  | 12 

have  his  case  presented  and  thoroughly  dis- 
cussed at  a tumor  board  session.  This  board  con- 
sists of  pediatric  oncologists;  pediatric  surgeons; 
pediatric  radiologists  and  radiotherapists;  pedi- 
atric pathologists,  and  other  interested  partici- 
pants and  observers.  Each  specialist  addresses 
his  area  of  expertise  but  is  able  to  have  immediate 
feedback  from  his  colleagues  in  other  disciplines. 
Thus  a concensus  of  therapy  can  be  reached  most 
efficiently.  The  tumor  board  recommendations 
are  advisory  to  and  not  compulsory7  for  the  at- 
tending physician. 

A brief  review  of  childhood  cancers  is  in  order: 

Reticuloendothelial  cancers.  In  1966  there  was 
no  standard  therapy  for  these  cancers  and  the 
mainstay  of  therapy  was  radiotherapy  alone.  Now 
there  are  specific  protocols  for  various  lym- 
phomas and  the  classification  is  much  more  pre- 
cise. Pathologists  have  contributed  greatly  to  a 
better  delineation  of  microscopic  subtypes  with 
prognosis  and  therapy  more  rationally  deter- 
mined.2 For  Hodgkin’s  disease,  an  attempt  is 
made  to  determine  the  full  extent  of  the  tumor  by 
radiographic  studies  including  lymph  angiograms 
and  by  exploratory  laparotomy  with  sampling  of 
abdominal  and  retroperitoneal  lymph  nodes.  In 
addition,  splenectomy  is  performed  for  micro- 
scopic evaluation  and  to  remove  a large  mass  of 
lymphoid  tissue  which  would  require  x-ray^ 
therapy.  Together,  the  histologic  type  and  clini- 
cal stages  provide  an  effective  basis  for  prog- 
nosis.3 

Neural  Cancers.  Neuroblastoma,  which  com- 
prises the  majority  of  this  group,  still  has  no 


TABLE  IV 


SUHVIVAI 

(solid  tumors) 

TOTAL 

ALIVE 

and 

WELL 

ALIVE 

with 

TUMOR 

DEAD 

UNKNOWN 

1 . Neuroblastoma 

30 

13 

0 - 

16 

1 

2.  Retinoblastoma 

12 

2 

1 

6 

3 

3.  Lymphoma 

20 

2 

4 

10 

4 

4.  Hodgkins 

21 

8 

7 

4 

2 

5.  Reticulum  cell  sarcoma 

6 

1 

0 

5 

0 

6.  Wilms  Tumor 

36 

22 

0 

13 

1 

7.  Osteogenic  sarcoma 

13 

5 

3 

3 

2 

8.  Ewings  sarcoma 

9 

3 

0 

6 

0 

9.  Fibrosarcoma 

2 

2 

0 

0 

0 

10.  Rhabdomyosarcomas 

19 

7 

3 

9 

0 

1 1 Misc.  sarcomas 

5 

3 

0 

1 

1 

12.  Ovarian  Cancers 

9 

4 

1 

4 

0 

13.  Carcinoma  nasopharynx 

7 

2 

1 

4 

0 

14.  Carcinoma  thyroid 

0 

0 

0 

0 

0 

15.  Hepatoma 

7 

2 

0 

5 

0 

16  Carcinoma  of  skin 

2 

2 

0 

0 

0 

17.  Misc.  Carcinomas 

9 

2 

0 

6 

1 

18  Histiocytoses 

8 

2 

1 

5 

0 

19.  Teratomas 

6 

1 

2 

2 

1 

20.  Misc.  Cancers 

15 

3 

2 

9 

1 

TOTALS 

SURVIVAL 

236 

51% 

86 

25 

108 

17 

Brain  Tumors 

77 

15 

L_u 

30 

21 

single  effective  therapy.  Survival  has  been  de- 
pendent upon  age  and  stage  of  diagnosis  rather 
than  upon  the  treatment  offered.4  Only  recently 
has  there  been  demonstration  of  an  increased 
response  rate  to  various  combinations  of  chemo- 
therapy. However,  none  of  these  combinations 
have  resulted  in  an  improved  “cure”  rate.  There 
was  considerable  optimism  for  the  “Helson  pro- 
tocol” which  utilized  four-drug  therapy  in  an  at- 
tempt to  eliminate  most  of  the  tumor  and  to 
produce  maturation  in  the  remainder.  There  was 
excellent  short-term  response  to  the  regimen 
with  dramatic  remissions  recorded.  However, 
many  patients  relapsed  within  twelve  months 
indicating  a need  for  better  maintenance  regi- 
men. At  the  present  time,  the  best  therapy  con- 
sists of  surgical  removal  of  as  much  tumor  as 
possible  with  radiation  therapy  to  any  residual 
neoplasm  and  maintenance  with  combination 
chemotherapy.  The  problem  arises  with  dis- 
seminated disease  beyond  the  scope  of  localized 
radiotherapy.  The  Southwest  Oncology7  Group 
(SWOG)  is  presently  attempting  to  address  this 
problem  with  triple-drug  chemotherapy  com- 
bined with  a form  of  immunotherapy  such  as 
levamisole.  Survival  at  the  Medical  University 
for  the  period  studied  was  43%. 

Renal  Cancers.  Again  Wilms’  Tumor  makes  up 
this  entire  group.  There  have  been  tremendous 
strides  as  a result  of  the  National  Wilms’  Tumor 
Study^  (NWTS)  a cooperative  study  between  the 
various  cancer  study  groups  and  also  including 
some  independent  institutions.  NWTS-I  and 
NWTS-II  have  been  completed  and  NWTS -III  is 
just  beginning. 
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NWTS  I showed: 

A)  Routine  postoperative  radiation  is  un- 
necessary in  Group  I patients  who  are  less 
than  two  years  of  age. 

B)  Double  agent  chemotherapy  is  better  than 
single  agent. 

C)  The  single  most  important  criterion  for 
prognosis  is  the  histology  of  the  tumor.5 

NWTS  II  showed: 

A)  Double  agent  chemotherapy  for  Group  I 
patients  substitutes  for  x-ray  therapy  for 
children  over  two  years  of  age  and  also 
produces  better  results  for  children  of  all 
ages. 

B)  Adriamycin  plus  Actinomycin  and  Vincris- 
tine gives  better  relapse-free  survival  for 
patients  with  both  favorable  histology  (FH) 
and  unfavorable  (UH)  in  the  treatment  of 
Group  II,  Group  III,  and  Group  Iv. 

NWTS  III: 

Changed  the  word  “Group”  to  “Stage”  in 
order  to  reflect  prognostic  features. 
Lymph  node  metastases  have  been  up- 
graded to  Stage  III,  whereas  tumor  rup- 
ture and  local  spill  has  been  downgraded  to 
Stage  II.6 

Survival  for  all  stages  has  been  61%  in  this 
series. 

Osseous  Cancers.  This  group  still  includes  Os- 
teogenic Sarcoma  and  Ewing’s  Sarcoma.  At  the 
present  time  there  is  controversy  over  the  best 
therapeutic  approach  to  Osteogenic  Sarcoma. 
The  current  therapy  consists  of  radical  amputa- 
tion with  follow-up  chemotherapy  with  various 
combinations  of  Methotrexate,  Cyclophos- 
phamide, Vincristine  and  Adriamycin.  Other 
drugs  include  Bleomycin.  Immunotherapy  with 
specific  or  non-specific  transfer  factor  is  still  not 
generally  accepted  as  effective  therapy. 

At  the  present  time  the  group  of  orthopedic 
surgeons  and  chemotherapists  at  Memorial 
Sloan-Kettering  have  instituted  a program  of  in- 
tensive preoperative  chemotherapy  followed  by 
tumor  excision  with  limb  salvage.  While  the  final 
long-term  results  are  not  yet  available,  prelimi- 
nary reports  indicate  survival  figures  which  are 
comparable  or  better  than  those  with  standard 
amputations. 

The  survival  rate  for  Osteogenic  Sarcoma  in 
this  series  is  62%,  but  some  patients  continue  to 
have  recurrent  pulmonary  metastases  and  the 


final  figures  may  be  around  40  to  50%.  Aggres- 
sive surgical  excision  of  solitary  pulmonary 
metastases  should  be  employed. 

Ewing’s  Sarcoma  is  treated  by  a protocol  con- 
sisting of  surgical  biopsies  followed  by  chemo- 
therapy and  radiation  therapy.  Amputation  is  not 
routinely  performed  and  the  survival  rate  at 
MUSC  on  a small  group  of  patients  is  35%. 

Epithelial  Cancers.  Noteworthy  by  its  absence 
is  cancer  of  the  thyroid.  In  the  previous  series 
there  were  four  patients  with  cancer  of  the 
thyroid  and  three  of  these  had  a definite  history 
of  previous  radiation  therapy  to  head  and  neck. 
Since  that  danger  has  been  recognized,  we  would 
anticipate  no  further  thyroid  cancers  secondary 
to  radiation  therapy. 

Mesothelial  Cancers.  These  are  the  soft  tissue 
sarcomas,  and  in  the  previous  report  there  was 
no  special  category  for  rhabdomyosarcoma.  This 
observation  may  be  explained  by  a difference  in 
pathologic  interpretation,  since  the  present 
study  contains  19  patients  with  a diagnosis  of 
rhabdomyosarcoma.  A special  intergroup  rhab- 
domyosarcoma study  has  resulted  in  aggressive 
chemotherapy  with  an  increase  in  survival.  A 
formerly  highly  lethal  tumor  now  has  a 53%  sur- 
vival in  the  group  presented  here. 

Teratoid  Cancers.  Teratomas  continue  to  be  a 
problem  in  therapy  and  no  specific  advances 
have  been  made.  However,  observations  from 
the  survey  of  the  Surgical  Section  of  the  Ameri- 
can Academy  of  Pediatrics  indicate  that  the 
longer  the  interval  between  birth  and  the  discov- 
ery of  a teratoma,  the  greater  the  chances  for 
malignancy.  Therefore,  teratomas  should  be 
promptly  and  completely  excised. 

Hepatic  Cancers.  Hepatomas  are  serious 
tumors  which  respond  only  to  wide  surgical  exci- 
sion in  the  form  of  hepatic  lobectomy.  Chemo- 
therapy and  irradiation  have  been  shown  not  to 
be  effective  in  this  malignancy.  Again,  aggressive 
surgical  excision  with  hepatic  lobectomy  and  ex- 
tended lobectomy  and  excision  of  solitary  pul- 
monary metastases  are  the  only  hopes  for  survi- 
val in  these  children. 

CONCLUSIONS 

We  have  compared  two  groups  of  children 
with  cancer  who  were  treated  at  the  Medical 
University.  A steady  increase  in  therapeutic  ef- 
fectiveness is  evident.  However,  strict  statistical 
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analysis  cannot  be  made  because  of  the  relatively 
small  number  of  patients  concerned  and  inci- 
dence figures  may  reflect  only  selective  referral 
of  certain  types  of  patients  to  this  tertiary  hospi- 
tal. 

In  general,  there  is  an  increased  aggressive- 
ness and  feeling  of  optimism  toward  all  pediatric 
tumors  and  more  attention  is  being  given  to  the 
long-term  quality  of  life  and  not  just  survival. 
Efforts  should  be  made  to  reduce  physical  and 
psychological  impairments  produced  by  cancer 
therapy.  Preservation  of  the  patients  reproduc- 
tive capacity  and  prevention  of  carcinogenesis 
from  irradiation  and  chemotherapy  should  be 
items  of  highest  priority.  Cure  from  cancer  is  not 
without  cost  and  all  treatment  modalities  can  be 
potentially  disabling  and  life-threatening. 7 As  an 
example,  the  role  of  splenectomy  in  infection  is 
now  clearer.8 

Some  basic  principles  are  still  applicable  to  the 
field  of  cancer  in  children:  1.  Early  detection 
before  symptomatology  continues  to  be  of  utmost 
importance.  2.  Surgical  excision  of  as  much 
tumor  as  possible  followed  by  combination 
chemotherapy  and/or  radiotherapy  can  offer  the 
best  chance  of  survival  for  most  tumors.  3.  The 
promise  of  immunotherapy  has  as  yet  not  been 
fulfilled.  4.  Just  as  combination  of  operative  re- 
moval, chemotherapy  and  radiotherapy  are  the 


best  forms  of  treatment,  the  best  approach  to  the 
child  with  cancer  is  through  a Tumor  Roard  con- 
sisting of  oncologists,  surgeons,  pathologists, 
radiologists,  and  radiotherapists,  all  of  whom  are 
specialists  in  the  pediatric  field  and  who  can  in- 
teract and  arrive  at  the  best  therapeutic  modali- 
ties. 5.  Finally,  the  physician  who  treats  a child 
with  cancer  is  responsible  for  management  of  the 
entire  family’s  reaction  to  this  disease.  Parents 
should  be  urged  to  participate  in  support  groups 
and  great  care  should  be  taken  to  prevent  a family 
collapse  if  the  child  should  die.  □ 
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Precaution:  Use  with  caution  in  persons  with  known  allergies  to  salicylates  and 

barbiturates  and  in  those  with  active  peptic  ulcer. 

Warning:  Long  administration  may  cause  habituation. 

Side  Effects:  Large  doses  may  cause  nausea,  vomiting,  skin  rash  and  sometimes 

anaphylactic  reactions. 

Contraindications:  Idiosyncrasy  to  any  component. 

Supplied:  Available  in  bottles  of  100  and  1000. 

Dose:  Adults,  one  tablet  3-4  times  daily,  as  directed  by  a physician. 

CAUTION:  Federal  Law  prohibits  dispensing  without  prescription. 
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INTRAOCULAR  LENS  IMPLANTS 


WILLIAM  WISE  VALLOTTON,  M.D.* 

About  27  years  ago,  Dr.  Harold  Ridley  of  En- 
gland was  doing  a cataract  extraction.  He  was 
asked  by  a medical  student  who  was  observing 
the  operation,  “What  will  you  use  to  replace  the 
lens?”  This  question  touched  Dr.  Ridley’s  imagi- 
nation. He  remembered  that  he  had  seen  several 
R.A.F.  pilots  with  intraocular  foreign  bodies  of 
plexiglas  from  the  cockpit  canopies,  and  the  eye 
seemed  to  tolerate  their  presence  remarkably 
well. 

With  engineering  assistance  he  began  his  work 
to  find  a suitable  artificial  material  to  be  shaped 
and  sized  to  fit  inside  the  human  eye  to  replace 
the  lens.  This  material  had  to  be  well-tolerated 
by  the  eye  and  have  some  attachment  device  so 
that  it  would  remain  in  anatomical  and/or  func- 
tional position. 

Using  poly-methyl  methacrylate,  (a  material 
used  for  hard  contact  lens)  he  fashioned  a lathe- 
cut  lens,  weighing  about  120  mg.  in  air,  in  the 
approximate  shape  of  the  normal  human  lens. 
The  lens  was  to  be  placed  in  the  capsular  bag  of 
the  cataractous  lens  after  the  anterior  capsule  and 
cataractous  contents  had  been  removed  nor- 
mally. 

The  eye  tolerated  this  procedure  fairly  well 
and  many  procedures  of  this  type  were  done  until 
the  mid-1950’s.  Low-grade  inflammation  of  the 
eye,  a tendency  for  the  artificial  lens  (pseudo- 
phaki)  to  dislocate  forward  into  the  anterior 
chamber  or  backward  into  the  vitreous,  tilting  of 
the  lens,  and  glaucoma  were  the  main  reasons  for 
abandoning  this  implant.  Strampelli  et.  al.  made 
a lighter  lens  that  was  placed  into  the  anterior 
chamber  just  in  front  of  the  iris  to  be  supported 
by  the  uvea  and  sclera.  This  lens  was  much  easier 
to  insert  and  temporarily  gave  much  better  re- 
sults; however,  the  constant  rubbing  of  the  sup- 
porting footplates  against  the  posterior  surface  of 
the  cornea  destroyed  the  endothelial  cells  and 
caused  swelling  and  clouding  of  the  cornea.  This 
process  was  progressive  and  tended  to  involve 
the  entire  cornea  even  after  the  lens  had  been 
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removed.  Barraquer’s  group,  in  Spain,  inserted 
about  500  lenses  and  removed  later  about  70%  of 
them  because  of  the  above  reason.  Obviously, 
another  solution  was  needed. 

About  1958,  two  Dutchmen,  Worst  and  Bink- 
horst,  designed  and  placed  lenses  into  the  capsu- 
lar bag  in  the  same  way  used  by  Ridley,  but  they 
used  a much  thinner  and  lighter  lens.  These 
lenses  were  very  well-tolerated  and  are  still  in 
use  today,  although  there  have  been  many  mod- 
ifications of  size,  shape,  and  methods  of  inser- 
tion. 

A lens  recently  developed  by  Dr.  Shearing  is 
placed  behind  the  iris  and  supported  by  the  cap- 
sular bag  following  phaco-emulsification  or  ex- 
tracapsular  cataract  extraction.  This  lens  has 
been  so  successful  in  eliminating  most  of  the 
problems  associated  with  pupillary  supported 
models  that  we  now  use  it  exclusively  for  primary 
implantation. 

Aphakic  vision  (vision  after  cataract  removal)  is 
the  worst  complication  of  cataract  surgery,  ac- 
cording to  ophthalmologist  Allan  Woods  (after 
bilateral  operations).  He  had  to  readjust  his  visu- 
al and  surgical  techniques  to  compensate  for  the 
various  complications  and  confusions  brought  on 
by  the  thick  glasses  needed  for  sharp  vision.  This 
was  accomplished  by  practicing  hand/ eye  coor- 
dination by  shelling  crabs  and  picking  the  meat 
from  the  claws.  Prior  to  intraocular  lens  inser- 
tions, aphakic  people  had  to  use  contact  lenses  or 
very  thick  glasses.  Many  elderly  people  could  not 
insert  or  remove  the  contact  lenses  because  of 
arthritis,  tremor,  senility,  or  timidity.  Wearing 
thick  glasses  created  nearly  all  of  the  optical  aber- 
rations inherent  to  lenses.  Colors  were  not  right; 
there  was  distortion  of  the  appearance  of  doors  — 
they  looked  like  pin  cushions  — in  addition  to 
many  other  annoying  aberrations.  Too  much 
magnification  and  loss  of  visual  field  were 
perhaps  the  most  difficult  and  annoying  obstacles 
to  overcome. 

With  a relatively  normal  eye  on  one  side  and 
an  aphakic  glass  correction  on  the  other  eye,  the 
image  size  is  about  30%  larger  in  the  operated 
eye.  This  is  intolerable  to  the  brain,  and  fusion  of 
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vision  into  one  image  usually  cannot  occur.  Using 
the  contact  lens,  this  difference  between  eyes 
(aniseikonia)  dropped  to  8-10%  — a tolerable 
amount  — but  still  borderline  for  many  people. 

The  intraocular  lens  helps  to  overcome  many 
of  these  difficulties.  There  is  only  1-1.5%  image 
size  difference,  there  is  no  need  for  taking  the 
lens  out  or  putting  it  in  daily,  and  the  visual  field 
is  found  to  equal  that  of  a normal  eye. 

About  460,000  cataract  operations  are  being 
performed  annually  in  the  United  States.  Of  this 
number,  about  100,000  intraocular  lenses  are 
being  inserted.  The  basic  procedure  for  this  op- 
eration is  not  particularly  difficult  and  the  results 
are  generally  acceptable  to  increasing  numbers 
of  ophthalmologists,  providing  the  proper  indica- 
tions and  techniques  have  been  observed  and  the 
surgeon  has  been  adequately  trained. 

An  elderly  patient  (60  years  of  age  or  older) 
with  visual  embarrassment  from  cataracts  suffi- 
cient to  interfere  appreciably  with  his  life-style 
(driving,  reading,  etc.),  and  having  an  eye 
otherwise  disease-free,  is  an  excellent  candidate. 
Patients  who  have  demonstrated  an  inability  to 
use  contact  lenses  are  good  candidates.  Espe- 
cially rewarding  are  those  cataract  patients  hav- 
ing severe  arthritis  of  the  hands  and  fingers  or  a 
marked  tremor.  In  some  of  these  cases,  espe- 
cially with  sufficient  surgical  experience,  the  in- 
dicated age  of  60  may  be  lowered. 

The  arbitrary  age  limit  of  60  for  lens  implanta- 
tion has  been  placed  because  we  really  do  not 
know  what  happens  to  the  lens  after  25  years. 
Some  lenses  of  the  earlier  type  have  been  par- 
tially eroded  by  tissue  fluids,  even  though  this  is 
rare.  Table  #1  is  a list  of  indications  suggested  by 
Jaffe  (and  modified  by  the  Storm  Eye  Institute  to 
some  degree  for  our  use),  and  generally  followed 
by  most  surgeons  doing  intraocular  lens  implant 
operations.  Some  more  conservative  ophthal- 
mologists vigorously  deride  any  type  of  lens  im- 
plant surgery  and  other  “more  aggressive”  sur- 
geons have  too  broad  a list  of  indications.  Some- 
where between  is  probably  the  most  sensible  and 
workable  surgical  choice. 

Most  competent  ophthalmic  surgeons  can  do 
lens  implant  surgery  even  though  probably  less 
than  40%  are  competent  microsurgeons.  For 
proper  installation  of  a device  no  larger  than 
7mm.  into  the  eye,  a high  quality  surgical  micro- 
scope is  necessary.  The  surgery  takes  no  longer 
than  a cataract  extraction  alone,  and  the  amount 

118 


TABLE  I 

INDICATIONS  FOR  LENS  IMPLANTATION 

1.  Unilateral  cataract. 

2.  Inability  to  tolerate  or  handle  contact  lenses . * 

3.  Second  eye  cataract,  other  eye  aphakic  and 
wearing  a contact  lens. 

4.  Prevention  of  amblyopia  in  congenital  or 
traumatic  cataract  under  age  8 years. 

5.  Intolerable  image  disparity  with  a contact  lens 
and  unilateral  aphakia. 

6.  Bilateral  senile  macular  degeneration  with 
advanced  cataracts. 

* Tremor,  arthritis  or  occupational  restrictions. 

of  discomfort  suffered  by  the  patient  is  the  same. 

Post-operatively,  the  patient  must  be  very 
careful  of  strenuous  activity  until  fixation  of  the 
lens  by  adhesion  within  the  eye  has  taken  place. 
This  usually  occurs  in  about  two  to  seven  days. 

In  recent  years  the  advent  of  the  technique  of 
phacoemulsification  (lens  removal  by  fragmenta- 
tion) through  a one-eighth  inch  incision  offers  the 
trained  microsurgeon  a simpler  method  of  re- 
moving lens  contents.  In  addition,  the  increased 
popularity  of  a posterior  chamber  (behind  the 
iris)  intraocular  lens  designed  by  Shearing  pro- 
vides the  opportunity  to  perform  the  entire  pro- 
cedure through  a 7-8mm.  incision.  This  simpli- 
fies 1)  lens  fixation  and  2)  the  post-operative 
course;  because  of  a smaller  incision  there  is  less 
risk  of  complications  and  increased  mobility  by 
the  patient. 

The  “Saturday  Night”  syndrome  has  been  un- 
common in  my  series,  but  it  has  been  in  others. 
This  syndrome  presents  with  dislocation  of  the 
intraocular  lens  into  the  anterior  chamber  during 
sexual  intercourse  (the  pupil  dilates).  To  prevent 
this,  we  advise  the  lens  recipient  to  assume  the 
“under”  position. 

The  complication  rate  is  higher  for  lens  im- 
plantation than  for  regular  cataract  removal,  but 
not  unduly  so  (see  Table  #2).  Perhaps  the  most 
disconcerting  complication  of  lens  implantation 
as  well  as  routine  cataract  extraction  is  macular 
edema  (accumulation  of  fluid  in  the  macular 
area).  This  condition  can  be  treated  with  in- 
domethacin  or  steroids,  but  frequently  disap- 
pears without  treatment.  Unfortunately,  when 
the  fluid  does  not  absorb,  the  central  visual 
acuity  remains  poor.  The  mechanism  of  this  fluid 
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accumulation  is  not  known,  but  is  thought  to 
possibly  be  caused  by  passage  of  a prostoglandin 
through  the  vitreous  channels  to  the  macula. 
When  the  posterior  capsule  is  left  intact  (as  in 
phacoemulsification),  macular  edema  is  consid- 
erably less  in  frequency.  Other  complications  are 
generally  handled  in  the  same  fashion  as  if  they 
had  occurred  in  a cataract  operation  without  an 
implant. 

TABLE  II 

COMPLICATIONS  ASSOCIATED  WITH 
EXTRACAPSULAR  CATARACT  REMOVAL 
AND  INTRAOCULAR  LENS 
IMPLANTATION 

I.  All  those  problems  associated  with  routine 

cataract  extraction. 

II.  Specific  problems  with  lens  implantation. 

A.  Surgical 

1.  iris  damage 

2.  intraoperative  lens  dislocation 

3.  increased  risk  of  corneal  trauma 

B.  Postoperative 

1.  increased  incidence  and  duration  of 
uveitis 

2.  increased  incidence  of  corneal  edema 

3.  lens  dislocation  in  pupillary  supported 
lenses  resulting  from: 

a.  excitement 

b.  accidental  medical  dilatation 

c.  trauma 

C.  Late  Complications 

1.  secondary  cataract  following  extra- 
capsular  lens  extraction. 

2.  lens  membrane 

3.  hyphema 

4.  macular  edema 

In  our  series  of  well  over  300  lens  implants, 
dislocation  occurred  only  in  three  cases.  One 
partially  dislocated  a month  after  surgery  follow- 
ing a severe  fall;  and  another  because  constrict- 
ing drops  were  not  placed  into  the  eye  after 
surgery.  One  of  these  lenses  was  repositioned 
medically,  and  the  others  required  a two  minute 
surgical  procedure  through  a UAmm.  incision. 
Prolonged  dislocation,  either  anteriorly  or  poste- 
riorly, can  be  disastrous  to  the  eye  and  must  be 
remedied  immediately  after  its  discovery. 

Pre-operative  evaluation  of  candidates  for  lens 
implantation  is  similar  to  that  used  for  ordinary 
cataract  surgery.  Additionally,  corneal  curvature 


readings  and  measurements  of  anterior  chamber 
depth,  and  axial  length  of  the  eye  by  A-scan 
echograms  are  performed.  Previous  refractive 
errors  are  considered.  These  data  are  entered 
into  a computer.  The  proper  lens  strength  is 
determined  and  a lens  of  appropriate  power  is 
chosen  for  insertion.  It  is  possible  to  arrange  for 
the  patient  to  have  near  vision  without  glasses, 
and  wear  glasses  only  for  distance  or  vice-versa. 
Most  patients  prefer  the  former,  as  this  is  befit- 
ting the  usual  sedentary  habits  of  the  elderly. 
Absolute  correction  to  any  one  range  of  vision  is 
presently  impossible  and  regular  glasses  must  be 
prescribed. 

The  great  controversy  exists  today  between 
those  ophthalmic  surgeons  who  implant  lenses 
and  those  who  think  it  a “deadly”  sin.  Rentinal 
surgeons,  for  a good  reason,  dislike  intraocular 
lenses  because  it  is  very  difficult  to  repair  a de- 
tached retina  with  surgery  or  use  the  laser 
through  a small  pupil.  For  this  reason,  most 
knowledgeable  implant  surgeons  do  not  insert 
lenses  in  people  having  a past  or  strong  family 
history  of  retinal  detachments.  There  are  many 
other  reasons  for  not  using  an  implant  (Table  #2) . 

Patient  “pressure”  to  have  an  implant  because 
their  friends  have  them  is  often  a very  serious 
problem.  If  you  will  not  perform  the  surgery, 
they  threaten  to  go  to  one  who  will.  This  type  of 
patient,  who  will  not  understand,  can  be  difficult 
to  handle.  After  explaining  the  contraindications 
to  the  use  of  an  implant,  it  is  best  to  let  the  patient 
go  to  another  physician,  as  it  is  almost  certain  that 
there  will  be  a “bad  time  in  Black  Rock”  with  this 
patient.  In  a well-performed  case  on  the  properly 
selected  patient,  followed  by  good  post-opera- 
tive care,  the  results  are  good  and  the  patients 
are  most  grateful. 

Intraocular  lenses  in  their  present  form  are  not 
the  final  answer  for  the  problems  of  aphakic  pa- 
tients. In  the  future,  many  experts  predict  there 
probably  will  be  a pill  or  injection  to  remove  the 
opacity  from  the  lens,  allowing  one  to  replace  it 
with  a pliable  plastic  polymer  by  injection  that 
will  allow  normal  vision  to  return,  equal  to  the 
range  one  has  at  the  age  of  twenty.  No  major 
operation  would  be  required  — only  a very  sim- 
ple injection.  □ 
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Charlotte  T reatment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”-IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  T reatment  Center  we 
believe  that  those  who  suffer  from  the 
treatable  disease  of  alcoholism,  and 
their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suf- 
fering from  any  other  disease. 

We  offer  a full  range  of  alcoholism 
medical  and  counseling  services,  in- 
cluding a full  time  Physician,  a 
Psychiatrist  Consultant,  a professional 
staff  of  Registered  Nurses,  a Pharma- 
cist and  a professional  counseling  staff, 
most  of  whom  have  established  excel- 
lent track  records  in  recovery  them- 
selves. We  also  provide  diagnostic 
facilities  within  the  hospital  to  provide 
for  on  the  spot  testing,  quick  results, 
and  a prompt  diagnosis.  We  provide 
individual  and  group  counseling  for  the 
alcoholic  and  the  family,  and  a struc- 
tured program  of  aftercare  which  seeks 
to  insure  longterm,  stable  recovery 


through  intensive  involvement  in  Al- 
coholics Anonymous  and  Al-Anon  Fam- 
ily Groups. 

The  Center  is  a private,  non-profit 
corporation  dedicated  to  providing  ef- 
fective treatment  at  a reasonable  cost 
— treatment  which  will  restore  the  sick 
alcoholic,  and  the  family  of  the  alcohol- 
ic, to  sober,  happy  and  rewarding  lives. 
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Executive  Director 
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SUBCLAVIAN  ARTERY  OBSTRUCTION* 
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The  importance  of  subclavian  artery  obstruc- 
tion is  twofold.  The  insufficient  blood  supply  to 
the  arm  can  limit  the  function  of  the  arm  by 
claudication  much  as  occurs  in  the  lower  ex- 
tremities. Cerebral  symptoms  can  result  when 
the  obstruction  is  proximal  to  the  vertebral  ar- 
tery, limiting  antegrade  flow  through  the  verte- 
bral and  in  some  instances  “stealing”  blood  from 
the  brain  by  creating  a pressure  differential  favor- 
ing flow  from  the  basilar  artery  to  the  subclavian 
artery  via  the  vertebral.  This  latter  phenomenon 
was  originally  recognized  by  Contorni1  in  1960 
and  defined  more  completely  by  Reivich  and 
associates19  in  1961.  Their  work  showed  that  in- 
terference with  blood  flow  through  branches  of 
the  aortic  arch  could  not  only  reduce  circulation 
to  the  brain  directly,  but  ischemia  could  be  com- 
pounded by  the  arms  stealing  blood  from  the 
Circle  of  Willis  through  the  vertebral,  and  rarely 
through  the  internal  carotid  artery. 

It  must  be  emphasized  that  patients  can  have 
subclavian  artery  obstruction  without  symptoms, 
can  have  only  cerebral  symptoms,  only  arm 
symptoms,  or  both.  Symptoms  can  be  caused  by 
partial  or  complete  obstruction.  The  obstruction, 
although  usually  due  to  atherosclerosis,  can  be 
secondary  to  trauma.20 

Since  recognition  of  the  symptomatic  subcla- 
vian artery  occlusion,  many  papers  have  been 
written  on  this  subject,  most  pertaining  to  the 
“subclavian  steal”  syndrome.  The  operative  cor- 
rection for  this  malady  has  evolved  from  proce- 
dures that  were  quite  hazardous  and  associated 
with  significant  morbidity  to  those  now  em- 
ployed that  have  a very  low  complication  rate. 

We  have  operated  upon  nine  patients  and  all 
have  had  a good  result  with  relief  of  symptoms 
and  with  no  major  complications.  Brief  case  his- 
tories are  presented: 


* From  the  Departments  of  Surgery,  Roper  Hospital  and 
St.  Francis  Xavier  Hospital,  Charleston,  S.  C. 

**Suite  2-J,  The  Ashley  House,  Charleston,  S.  C.  29401. 


Case  1.  W.  C.  was  a 55  year  old  white  male 
with  headaches  of  increasing  severity.  He  also 
complained  of  “lightheadedness”  but  denied  diz- 
ziness. Examination  revealed  a weak  left  radial 
pulse.  The  blood  pressure  in  the  left  arm  was 
60/0  and  that  in  the  right  arm  was  145/80mm  Hg. 
An  arch  aortagram  revealed  a 3.5  centimeter 
obstruction  of  the  left  subclavian  artery  begin- 
ning eleven  millimeters  from  its  origin.  A left 
subclavian  steal  syndrome  was  demonstrated 
with  delayed  retrograde  filling  of  the  left  verte- 
bral artery.  On  9/17/69,  a left  subclavian  endar- 
terectomy was  done.  Post-operatively,  the  blood 
pressure  in  the  two  arms  was  equal.  The  patient’s 
headaches  have  been  much  less  intense  since 
operation.  In  May,  1971,  he  had  a left  femoral  to 
popliteal  vein  bypass  graft.  He  subsequently  had 
left  upper  lobectomy  for  carcinoma. 

Case  2.  M.  C.  was  a 55  year  old  white  male 
who  noted  that  his  left  arm  would  become  numb 
while  sleeping  and  that  it  tired  so  easily  when 
working  that  he  could  not  do  any  work  without 
stopping  frequently.  The  pulse  was  absent  in  his 
left  arm.  He  denied  any  other  neurologic 
symptoms.  He  had  previously  had  an  aortic-left 
iliac  artery  bypass  graft.  An  arch  aortagram  re- 
vealed complete  occlusion  of  the  left  subclavian 
artery  with  a subclavian  steal.  On  3/2/73  a left 
subclavian  endarterectomy  was  done.  The  blood 
pressure  was  equal  in  both  arms  postoperatively. 
His  symptoms  were  relieved. 

Case  3.  R.  F.  was  a 45  year  old  white  male 
butcher  who  began  having  swelling  and  cramp- 
ing pain  in  his  right  arm  while  working.  No 
pulses  were  found  in  his  right  arm  on  routine 
physical  examination  and  his  arm  was  cool.  Arch 
aortagrams  revealed  a 95%  stenosis  of  his  subcla- 
vian artery  with  a steal  from  his  vertebral.  (Fig- 
ure 1)  On  8/ 13/73,  he  underwent  a right  common 
carotid  to  right  subclavian  artery  graft. 
Symptoms  abated  but  his  blood  pressure  on  10/ 
23/78  was  140/120  in  the  right  arm  and  180/120 
in  the  left  arm. 
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FIGURE  1.  Innominate  arteriogram  showing  95%  stenosis 
of  the  right  subclavian  artery. 

Case  4.  C.  L was  a 60  year  old  white  male 
whose  chief  complaint  was  that  of  periodic  mem- 
ory loss,  vertigo,  stumbling,  loss  of  coordination, 
and  spots  before  his  eyes.  He  also  had  claudica- 
tion of  his  left  arm.  The  left  radial  pulse  was 
absent.  Arch  aortagrams  showed  a 90%  obstruc- 
tion of  the  left  subclavian  artery  six  centimeters 
from  its  origin.  (Figure  2)  A subclavian  steal  was 
demonstrable.  On  10/4/77,  a left  subclavian  en- 
darterectomy was  done.  The  postoperative 
course  was  satisfactory  with  equal  blood  pressure 
in  the  upper  extremities.  Symptoms  abated. 

Case  5.  R.  R.  was  a 65  year  old  white  female 
who  had  a one  year  history  of  constant,  diffuse, 
aching  pain  in  the  left  arm  markedly  exacerbated 
by  exercise.  On  physical  examination,  there 
were  no  palpable  pulses  in  the  left  arm.  Arch 
aortagrams  demonstrated  complete  occlusion  of 
the  left  subclavian  artery  over  a 4 cm.  segment 
near  its  origin  with  a subclavian  steal  via  the 
vertebral  artery.  (Figure  3)  On  1/3/78,  an  axillo- 
axillary  bypass  graft  was  performed  with  a 10mm. 
dacron  velour  graft.  She  had  excellent  left  arm 
pulses  postoperatively  and  has  remained  asymp- 
tomatic. 


FIGURE  2.  Arch  aortagram  demonstrating  90%  obstruction 
of  the  left  subclavian  artery  6 centimeters  distal  to  origin. 

Case  6.  B.  P.  was  a 43  year  old  white  female 
who  began  noticing  a weakness  of  the  left  arm 
and  numbness  and  aching  with  exercise.  She 
obtained  relief  by  resting  the  arm  for  short 
periods.  She  could  reproduce  her  symptoms  by 
hyperabducting  her  arm.  Arch  aortagrams  re- 
vealed a high  grade  occlusion  of  the  left  subcla- 
vian artery.  (Figure  4)  She  was  a heavy  smoker. 
She  had  no  palpable  pulses  in  her  left  arm.  An 
axillo-axillary  artery  bypass  graft  was  done  on 
1/4/78  using  an  8mm.  dacron  velour  graft.  Her 
blood  pressure  was  equal  in  her  arms  at  120/80 
postoperatively  and  she  remains  asymptomatic. 

Case  7.  A.  G.  was  a 64  year  old  white  female 
who  noted  gradual  onset  of  discomfort,  coldness, 
and  motor  weakenss  of  her  left  hand  and  arm. 
She  had  a weak  radial  pulse  and  a left  brachial 
blood  pressure  of  64  systolic.  The  left  forearm 
and  hand  were  cool.  An  aortic  arch  study  showed 
minimal  stenosis  at  the  origin  of  the  left  common 
carotid  artery.  There  was  a high  grade  stenosis  at 
the  origin  of  the  left  subclavian  artery  with  a 
subclavian  steal.  An  axillary  to  axillary  artery 
bypass  graft  was  done  on  7/10/78.  An  8mm.  in 
diameter  knitted  dacron  graft  was  used.  Post- 
operatively, the  blood  pressure  was  130/80mm. 
Hg.  in  both  arms.  She  remains  asymptomatic. 

Case  8.  M.  C.  was  a 66  year  old  white  male 
with  symptoms  of  severe  dizziness,  unsteady 
gait,  and  intermittent  numbness  of  the  left  arm 
and  hand.  The  blood  pressure  was  160/90mm. 
Hg.  in  the  right  arm  and  150/90mm.  Hg.  in  the 
left  arm.  Arteriograms  revealed  95%  stenosis  of 
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FIGURE  3.  A.  Left  subclavian  artery  obstruction  2 cen- 
timeters distal  to  origin.  B.  Distal  subclavian  artery  filling 
by  retrograde  flow  via  vertebral  artery  (“subclavian  steal”). 


FIGURE  4.  High  grade  obstruction  left  subclavian  artery. 


the  left  subclavian  artery  with  retrograde  verte- 
bral flow.  On  11/9/78,  an  axillary  to  axillary 
bypass  graft  was  done.  Symptoms  have  been  re- 
lieved. 

Case  9.  H.  R.  was  a 60  year  old  white  female 
with  progressive  weakness  of  the  left  arm  with 
exercise.  Arteriograms  revealed  complete 
obstruction  of  the  left  subclavian  artery  at  its 
origin.  There  was  also  a 65%  obstruction  at  the 
origin  of  the  left  carotid  artery.  An  axillary  to 
axillary  bypass  graft  was  done  on  3/14/79.  There 
has  been  much  improvement  in  the  use  of  her  left 
arm. 

DISCUSSION 

It  can  be  seen  in  Table  I that  eight  of  our 
patients  had  symptoms  related  to  the  arm.  These 
symptoms  included  numbness,  tingling,  tiring 
easily  and  pain  on  exercise.  The  left  arm  was 
involved  eight  times  and  the  right  arm  once. 
Throughout  the  literature,  there  is  a marked  left 
side  incidence.7’  15’  16’  21 

Four  patients  had  definite  cerebral  symptoms 
and  all  were  relieved  by  operation.  Symptoms 
referable  to  cerebral  arterial  insufficiency  caused 
by  this  entity  include  attacks  of  nausea,  light- 
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TABLE  I 


Age 

Symptoms 
Arm  Neuro 

Op. 

Date 

Op. 

Compli- 

cations 

Result 

Subclav. 

Steal 

Other 

vascular 

Ops. 

w.  c. 

55 

0 

+ 

9/17/69 

L.S.E. 

0 

Good 

+ 

+ 

M.  C. 

55 

+ 

0 

3/2/73 

L.S.E. 

0 

Good 

+ 

+ 

R.  F. 

45 

+ 

0 

8/13/73 

C-S  graft 

0 

Good 

+ 

0 

C.  L. 

60 

+ 

+ 

10/4/77 

L.S.E. 

0 

Good 

+ 

0 

R.  R. 

65 

+ 

0 

1/3/78 

A-A  graft 

0 

Good 

0 

0 

B.  P. 

43 

+ 

0 

1/4/78 

A-A  graft 

0 

Good 

0 

0 

A.  G. 

64 

+ 

0 

7/10/78 

A-A  graft 

0 

Good 

+ 

0 

M.  C. 

66 

+ 

+ 

11/9/78 

A-A  graft 

0 

Good 

+ 

0 

H.  R. 

60 

+ 

+ 

3/14/79 

A-A  graft 

0 

Good 

+ 

0 

Note:  Three  patients  had  demonstrated  sub-clavian  steal  without  neuro  symptoms.  A-A  grafts  — four  are  8mm  and  one  is  10mm. 


headedness,  ataxia,  incoordination,  loss  of 
equilibrium,  syncope,  transient  attacks  of 
blurred  vision,  transient  extremity  paresis, 
numbness  about  the  mouth,  and  dysphagia.  It 
must  be  recognized  that  involvement  of  other 
arch  vessels  can  contribute  to  these  symptoms. 

Eisalo3  pointed  out  that  obstruction  of  the 
proximal  subclavian  artery  gives  rise  to  varying 
symptomatology  depending  on  three  factors: 

1.  Volumn  of  retrograde  flow  from  the  Circle 
of  Willis. 

2.  Total  blood  flow  to  the  brain. 

3.  The  amount  of  flow  through  noncerebral 
collateral  channels  feeding  the  arm. 

Killen  and  associates8  emphasized  the  diffi- 
culty in  differentiating  symptoms  caused  by 
basilovertebral  insufficiency  and  carotid  insuffi- 
ciency for  in  many  instances  both  systems  are 
involved.  Intracranial  collateral  circulation  be- 
tween these  two  systems  hampers  the  specificity 
in  the  diagnosis  of  regional  arterial  insufficiency 
of  the  brain.  Association  of  claudication  of  the 
arm  with  transient  ischemic  neurologic  symp- 
toms is  suggestive  but  not  diagnostic  of  the  pres- 
ence of  “subclavian  steal.’’  Precipitation  of 
neurologic  symptoms  by  exercise  of  the  arm  is 
good  presumptive  evidence  for  the  presence  of 
the  syndrome  but  such  association  is  found  un- 
commonly. 

The  diagnosis  of  subclavian  artery  obstruction 
and  “subclavian  steal”  can  only  be  confirmed 
with  an  arch  aortagram  and  sequential  x-rays 
which  will  demonstrate  the  delayed  retrograde 
vertebral  flow.  At  least  three  of  our  patients  were 
demonstrated  to  have  retrograde  vertebral  flow. 


yet  had  no  symptoms  of  cerebral  arterial  insuffi- 
ciency. 

We  do  not  believe  that  the  asymptomatic  pa- 
tient, even  those  having  a “subclavian  steal” 
demonstrated  roentgenographically,  should 
have  operative  correction.  There  is  ample  sup- 
port for  this  attitude  in  the  literature. 4’  6> 12>  18  The 
indications  for  operation  should  be  clearly  to  re- 
lieve recurrent  cerebral  ischemic  attacks  and  to 
ameliorate  ischemic  arm  complaints. 

The  evolution  to  safe  and  satisfactory  surgical 
correction  of  subclavian  artery  obstruction  has 
passed  through  a series  of  procedures  given  up 
because  of  less  than  satisfactory  results.  Such 
procedures  as  aortic  to  subclavian  bypass  grafts 
and  interposition  grafts  have  lost  favor  because  of 
the  hazards  of  manipulating  an  aortic  arch  that 
might  be  moderately  to  severely  diseased.  En- 
darterectomy has  lost  some  favor  because  of  the 
necessity  for  entering  the  chest  and  the  friability 
of  the  obstructed  segment  of  the  subclavian  ar- 
tery. Vertebral  artery  ligation  which  stopped  the 
retrograde  flow  did  nothing  to  alleviate  the  is- 
chemic arm  symptoms.  The  carotid  to  subclavian 
bypass  operation  was  used  in  one  of  our  cases  but 
is  not  the  operation  of  choice  because  of  the 
danger  of  reducing  cerebral  blood  flow  during 
operation  and  the  potential  for  postoperative 
neurologic  deficit. 

Early  in  this  series,  three  patients  had  a sub- 
clavian endarterectomy.  This  procedure  is  espe- 
cially indicated  for  those  patients  whose  obstruc- 
tion begins  at  least  one  centimeter  distal  to  the 
origin  of  the  subclavian.  This  allows  for  cross 
clamping  the  proximal  subclavian  artery  and  ob- 
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viating  placement  of  a clamp  on  the  aorta.  Al- 
though the  intrathoracic  approach  might  be  con- 
sidered a disadvantage,  complications  from  this 
alone  will  be  minimal.  An  approach  was  made  by 
splitting  the  sternum  down  to  the  third  intercos- 
tal space  and  carrying  the  incision  out  into  the  left 
third  interspace  for  a short  distance.  The  same 
approach  can  be  made  on  the  right  side  for  the 
innominate  or  right  subclavian  artery.  This  gives 
very  good  exposure  to  the  subclavian  artery. 
(Figure  5)  The  advantage  of  the  endarterectomy 
is  that  no  graft  is  inserted,  thereby  eliminating 
the  potential  complications  of  the  foreign  mate- 
rial. The  axillary  to  axillary  graft,  first  reported  by 
Myers  and  associates13  and  subsequently  re- 
ported by  others2’  5>  10>  n,  was  first  used  by  us  in  a 
poor  risk  patient.  This  worked  so  well  and  had 
been  so  successful  in  nine  patients  reported  by 
Lamis  and  associates9  and  in  fourteen  patients 
reported  by  Myers  and  associates14,  that  we 
utilized  this  operation  in  four  more  patients,  one 
of  whom  had  non-resectable  Carcinoma  of  the 
lung,  controlled  by  x-ray  therapy.  Certainly  this 
operation  has  a distinct  usefulness  in  poor  risk 
patients.  One  of  the  factors  in  the  success  of  this 
procedure  is  the  development  of  improved  knit- 
ted dacron  velour  grafts  with  orientation  lines. 
These  grafts  have  a great  flexibility  and  sew  well 
without  fraying.  They  must  be  pre-clotted 
thoroughly  to  avoid  blood  loss  through  the  graft. 
An  eight  or  ten  millimeter  knitted  dacron  graft  is 
sutured  end-to-side  to  both  axillary  arteries  ex- 
posed in  the  infraclavicular  area.  (Figure  6)  Prior 
to  occlusion  of  either  artery,  the  patient  is  given 
4000  units  of  heparin  intravenously.  A sub- 
cutaneous tunnel  is  fashioned  by  blunt  dissection 
and  crosses  the  upper  end  of  the  sternum.  It 
must  be  emphasized  that  evaluation  of  the  donor 
vessel  is  imperative  pre-operatively  by  blood 
pressure  measurements  and  arteriograms. 

Pierandozzi,  Ingala,  and  Cowen17  described  a 
retroclavicular  common  carotid-axillary  bypass 
procedure  in  which  an  intraluminal  shunt  was 
used  when  the  graft  was  anastomosed  to  the 
carotid.  Even  though  the  location  of  the  graft 
gives  it  a well  protected  environment,  the  ma- 
nipulation of  the  common  carotid  artery  remains 
a disadvantage. 

In  summary,  subclavian  artery  obstruction, 
when  symptomatic  can  be  quite  incapacitating. 
Fortunately,  it  is  an  entity  that  can  be  well 


FIGURE  5.  Operative  approach  to  left  subclavian  artery 
via  median  sternotomy  and  3rd  interspace  extension. 


FIGURE  6.  Axillary  to  axillary  by-pass  graft  via  subcutane- 
ous tunnel. 

documented.  There  are  effective  operative  pro- 
cedures with  low  morbidity  that  give  mechanical 
correction  with  relief  of  symptoms  in  most  cases. 
The  biggest  error  is  a lack  of  recognition.  □ 
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An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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THE  NEED  FOR  PHYSICIAN'S  ASSISTANTS 
IN  SOUTH  CAROLINA* 

ROWENA  SOBCZYK,  M.D.** 


Currently  there  are  63  physician’s  assistants 
licensed  in  the  state  of  South  Carolina.  Of  these, 
42  graduated  from  the  Medical  University  of 
South  Carolina  Physician’s  Assistant  Program.1 
Because  of  predictions  that  in  the  1980’s  there 
will  be  too  many  physicians,  the  question  of  the 
future  need  for  physician’s  assistants  in  South 
Carolina  was  investigated. 

Every  tenth  physician  as  listed  in  the  State 
Board  of  Medical  Examiners  of  South  Carolina 
1978-79  director}7  was  sent  a letter  explaining  the 
functions  of  a physician  assistant.  Each  physician 
was  requested  to  return  a postcard  questionnaire 
answering  yes  or  no  to  the  question,  "Do  you 
foresee  the  need  for  a physician’s  assistant  within 
your  practice?” 

RESULTS 

Letters  were  sent  to  335  physicians  in  Novem- 
ber 1978.  A total  of  183  postcards  were  returned 
by  physicians.  Also  four  letters  were  returned  by 
the  post  office  for  insufficient  address.  In  January 
1979,  repeat  letters  were  mailed  to  those  148 
physicians  who  failed  to  return  their  postcard.  In 
the  second  mailing  76  postcards  were  returned. 
The  total  return  was  259,  a response  of  78%.  (See 
Figure  1) 


FIGURE  1 

1st 

Mailing 

MAILED 335 

RETURNED  .......  183 

INSUFF.  ADDRESS  4 


* From  the  College  of  .Allied  Health  Sciences  Physician’s 
Assistant  Program,  Medical  University  of  South  Carolina, 
171  Ashley  Avenue,  Charleston,  S.  C.  29403. 

**  Acting  Program  Director. 


Of  the  respondents,  30,  or  11.5%  felt  they 
could  foresee  the  need  for  a physician’s  assistant 
in  their  office;  220,  or  84.9%  had  no  need;  and  9, 
or  3.4%  wrote  that  they  did  not  foresee  a need 
currently  but  might  in  the  future.  (See  Figure  2) 


FIGURE  2 

# Replies 

% Total 

YES 

30 

11.5 

NO  

220 

84.9 

NOT  AT  PRESENT 

9 

3.4 

TOTAL  

259 

99.8 

DISCUSSION 

Since  about  10%  of  the  licensed  physician 
population  of  South  Carolina  was  surveyed,  it  is 
reasonable  to  assume  that  the  remaining  90% 
would  have  responded  in  a similar  fashion.  If  that 
is  the  case,  there  is  a need  for  approximately  391 
more  physician’s  assistants  within  South  Caro- 
lina. On  the  other  hand,  if  it  is  assumed  that  72 
unreturned  postcards  should  be  counted  as  not 
needing  a physician’s  assistant,  then  296,  or 
89.4%  of  those  surveyed  did  not  need  a physi- 
cian’s assistant.  Therefore,  the  need  for  physi- 
cian’s assistants  within  South  Carolina  would 
only  be  360. 

It  is  interesting  to  note  the  distribution  of  the 
responses  by  medical  speciality7  area: 


Speciality 

Yes 

No. 

% 

GP  or  FP 

11 

47 

19 

PEDS 

2 

14 

14 

SURG 

S 

49 

16 

I.M. 

3 

27 

11 

OB/GYN 

20 

5 

2nd 

Mailing  Total 
148  483 

76  259 

0 4 
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These  figures  compare  favorably  with  a na- 
tional survey  of  physician  willingness  to  employ  a 
physician’s  assistant.2  Also  these  figures  compare 
favorably  with  the  national  statistical  profile  of 
physicians  currently  employing  a physician’s  as- 
sistant except  in  the  speciality  of  internal 
medicine  where  it  appears  that  more  physician’s 
assistants  are  employed  than  would  be  ex- 
pected.3 (See  Figure  3) 


FIGURE  3 
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The  high  rate  of  response  (78%)  in  comparison 
with  the  small  number  of  physician’s  assistants 
employed  within  the  state,  probably  indicates  a 
great  deal  of  interest  in  the  physician  extender 
concept.  Consequently,  as  physician’s  assistants 
become  more  visible  within  the  state,  the  in- 
terest in  employing  them  will  probably  increase. 

SUMMARY 

One  can  comfortably  say  that  there  is  a current 
need  for  360  to  391  physician’s  assistants  within 
South  Carolina.  Obviously  some  of  these  posi- 
tions could  be  equally  well  filled  by  other  mid- 
level health  practitioners  or  by  physician’s  assis- 
tants trained  in  other  states.  However,  at  the 
current  level  of  training  (MUSC  accepts  30  stu- 
dents per  two  year  program)  it  would  take  at  least 
12  years  to  meet  the  need  expressed  in  this  sur- 
very.  We  believe  that  the  results  of  this  survey 
support  the  need  for  continued  State  support  of 
the  Physician’s  Assistant  Program.  □ 
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AMA  INTERIM  MEETING  IN  HONOLULU, 
DECEMBER  2-5,  1979 


C.  TUCKER  WESTON,  M.D.* 


The  South  Carolina  Delegation  arrived  in 
Honolulu  on  December  1,  1979,  represented  by 
your  Delegates,  Waitus  O.  Tanner,  M.D.,  and 
C.  Tucker  Weston,  M.D.;  Alternate  Delegates 
Donald  G.  Kilgore,  Jr.,  M.D.,  and  John  C. 
Hawk,  Jr. , M.  D. ; as  well  as  President-Elect  Hal- 
sted  M.  Stone,  M.D.;  President  Harrison  L. 
Peeples,  M.D.;  and  Member  of  the  Executive 
Committee,  Councilor  Davis  D.  Moise,  M.D. 
We  also  had  with  us  the  students  and  residents 
section,  represented  by  Stewart  Haskin,  M.D., 
and  Michael  Hall,  M.D. 

President  Harrison  Peeples  and  President- 
Elect  Halsted  Stone  attended  the  forum  of  Presi- 
dents Meeting  on  Saturday,  and  on  Sunday 
morning,  many  of  us  attended  the  Medical  Af- 
fairs Forum.  The  convention  started  on  Sunday 
at  midday,  and  was  attended  by  all  of  our  delega- 
tion. 

Noteworthy  was  the  fact  that  there  are  277 
Delegates  to  be  seated  at  the  Convention,  and 
272  were  present  and  voting,  even  though  they 
had  to  travel  the  long  distance  to  Hawaii. 
Seventy-four  reports  and  98  Resolutions  on  a 
variety  of  issues  of  concern  to  the  practicing 
physician  were  referred  to  Reference  Commit- 
tees. Your  Delegate,  Tucker  Weston,  had  the 
privilege  of  serving  as  Chairman  of  Reference 
Committee  G. 

In  addition  to  many  items  of  business  requir- 
ing our  consideration,  AMA  President,  Hoyt  R. 
Gardner,  M.D.,  of  Louisville,  called  for  a new 
determination  to  restore  public  confidence  in  all 
professions.  Dr.  Gardner  pointed  out  that  each 
physician  must  continue  to  earn  the  public’s  trust 
with  each  patient  encounter.  He  also  called  for 
more  medical  family  involvement  in  the  family 
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life  and  health  of  America,  and  for  voluntary  local 
initiative  by  organized  medicine  for  the  public 
good. 

Major  actions  of  the  House  at  the  meeting 
included  (1)  the  re-affirmation  of  the  Associa- 
tion’s policy  on  National  Health  Insurance;  (2)  an 
initial  review  of  a comprehensive  report  from  the 
Council  on  Medical  Education;  (3)  a new  position 
calling  for  revision  of  the  Delaney  Clause  of  the 
FDA  law;  (4)  the  receipt  of  several  reports  point- 
ing out  the  necessity  for  increased  membership 
recruitment  activities;  and  (5)  a statement  oppos- 
ing the  use  of  the  phrase,  “reasonable  charge”  by 
Medicare,  when  use  of  this  phrase  misleads  pa- 
tients. 

NATIONAL  HEALTH  INSURANCE: 

Usually  in  the  forefront  of  controversial  issues 
before  the  House,  National  Health  Insurance 
generated  little  debate  at  this  meeting.  The 
House  re-affirmed  the  1978  principles  on  Na- 
tional Health  Insurance  and  commended  the 
Roard  of  Trustees.  A Board  Report  was  adopted 
which  called  for  a continuation  of  current  initia- 
tives of  the  AMA  so  as  to  insure  that  the  NHI 
principles  can  be  forcefully  articulated  and  fully 
considered  in  any  dialogue  that  takes  place  in 
Congress.  Briefly  stated,  the  AMA’s  policy  is  to 
maintain  the  high  quality  of  medical  care  within 
the  framework  of  private  health  insurance. 

MEDICAL  EDUCATION: 

The  House  received  the  74-page  background 
report  entitled  “Future  Directions  for  Medical 
Education,’’  which  proposed  sweeping  changes 
in  medical  education.  The  Delegates  filed  this 
report  and  directed  that  its  suggestions  become 
an  agenda  of  issues  for  discussion,  followed  by 
the  development  and  review  of  more  specific 
recommendations.  This  comprehensive  report 
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addresses  issues  ranging  from  admissions  to  med- 
ical school  and  residency  training,  to  licensure 
and  evaluation  of  physicians.  It  states  the  need 
for  the  re-structuring  of  the  third  and  fourth 
years  of  Medical  school,  creation  of  a com- 
prehensive residency  for  all  first-year  residents, 
and  establishment  of  a committee  of  public  and 
professional  statesmen  to  make  policy  recom- 
mendations to  the  Council  on  Medical  Educa- 
tion. 

Limited  copies  of  this  report  are  available  from 
AMA  Headquarters  in  Chicago.  The  House  will 
be  acting  on  more  specific  recommendations  af- 
fecting medical  education  at  future  meetings. 
Your  views  on  this  vital  topic  are  solicited  be- 
cause they  are  of  great  importance  to  all  of  us. 

DELANEY  CLAUSE  REVISION: 

The  House  adopted  an  important  report  from 
the  AMA  Council  on  Scientific  Affairs  calling  for  a 
revision  in  the  Delaney  clause  so  that  (1)  risk 
benefit  assessments  were  made  a part  of  the 
decision-making  process;  (2)  alternative  risks 
would  be  weighed  before  requiring  the  banning 
of  a substance  suspected  of  being  hazardous;  and 
(3)  decision-making  on  food  additives  should  be 
based  upon  the  best  scientific  evidence  available 
pertaining  to  the  usefulness,  function,  unique- 
ness, health  needs  and  potential  risk  of  the  sub- 
stance. 

MEMBERSHIP: 

Few  issues  are  more  frustrating  to  AMA  Dele- 
gates and  others  active  in  the  national  association 
than  the  continuing  problem  of  recruiting  and 
retaining  AMA  members.  We  are  aware  of  the 
important  accomplishments  of  the  AMA  in  behalf 
of  the  profession.  We  are  also  aware  of  its 
shortcomings,  but  there  is  no  question  in  my 
mind  that  the  AMA  is  worthy  of  our  membership 
and  active  support.  The  bad  news  is  that  the 
percentage  of  AMA  members  against  the  U.  S. 
physician  population  continues  to  decline.  The 
good  news  is  that  total  dues-paying  members 
have  shown  a modest  increase,  and  at  the  present 
time  in  1979,  the  AMA  had  192,100  dues-paying 
members  and  30,900  dues-exempt  members.  Of 
the  dues-paying  total,  151,600  were  regular 
members,  20,300  were  interns  and  residents, 
and  20,200  were  students.  All  membership  goals 
were  exceeded  in  1979,  with  regular  members 
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numbering  3,900  more  than  in  1978  and  resident 
and  student  membership  increasing  8,800  ox  er 
1978. 

One  report  informed  us  that  42  percent  of  the 
state  societies  and  63  percent  of  the  county  medi- 
cal societies  have  no  membership  recruitment 
activities  for  new  members.  These  disturbing 
facts  prompted  the  AMA  Executive  Vice  Presi- 
dent, James  H.  Sammons,  M.D.,  to  urge  the 
members  of  the  House  to  ask  their  local  societies 
to  re-examine  their  membership  activities.  The 
Reference  Committee  which  considers  AMA  fi- 
nancial affairs  reported  that  in  the  absence  of 
substantial  numbers  of  new  memberships,  as- 
sociation expenses  will  exceed  income  in  1981. 
The  high  rate  of  inflation  means  that  the  AMA 
must  add  several  thousand  members  each  year 
just  to  maintain  the  same  level  of  activities. 

The  Council  on  Long-Range  Planning  and  De- 
velopment is  studying  various  models  for  re- 
structuring the  federation  in  an  effort  to  resolve 
the  long-term  membership  problem.  We  will  be 
considering  these  proposals  at  future  meetings. 
In  the  meantime,  each  of  us  should  become  ac- 
tive membership  recruiters.  Your  South  Caro- 
lina Medical  Association  is  becoming  more  and 
more  active  in  attempting  to  recruit  members. 

MEDICARE  REASONABLE  CHARGES: 

In  acting  on  a Resolution  submitted  by  the 
Oregon  Delegation,  the  House  condemned  the 
use  of  the  phrase,  ‘reasonable  charges”  when  use 
of  the  phrase  misleads  patients  and  the  public. 
The  Oregon  Delegates  were  objecting  to  the  use 
of  the  phrase  in  a publication  called  Guide  to 
Health  Insurance  for  People  with  Medicare,  pub- 
lished by  the  National  Association  of  Insurance 
Commissioners  and  the  Department  of  HEM7. 
The  Resolution  explained  that  there  is  a strong 
inference  that  a physician  who  does  not  accept 
assignment  and  does  not  accept  Medicare’s 
reasonable  charge  as  the  full  payment  is,  there- 
fore, making  unreasonable  charges.  The  AMA 
will  investigate  this  publication  and  submit  a re- 
port to  the  House  at  the  next  meeting. 

This  action  on  this  Resolution  is  an  excellent 
example  of  how  practicing  physicians  can  influ- 
ence AMA  policies.  The  House  of  Delegates  is  a 
democratic  organization  and  we  act  on  business 
that  concerns  you  and  me  and  our  individual 
practices. 


The  Journal  of  the  South  Carolina  Medical  Association 


AMA  INTERIM  MEETING 


We  debated  and  voted  on  a wide  variety  of 
issues  including: 

— gun  control  legislation 

— health  care  for  refugees 

— strip  searching 

— brain  death  legislation 

— treatment  of  chronic  mental  patients 

— foreign  medical  graduates 

and  many  more  issues,  too  many  to  discuss  in  this 
brief  report.  If  more  physicians  like  yourselves 
would  come  and  participate  in  the  House  de- 
bates, I know  that  you  would  be  impressed  with 
the  vitality  of  your  AMA.  Any  member  of  the 
association  may  testify  before  Reference  Com- 
mittees and  can  certainly  bring  your  views  to 
your  Delegates  representing  you  on  the  floor  of 
the  House.  Also,  all  Resolutions  from  county 
medical  societies  can  be  referred  from  the  State 
Medical  Association’s  Annual  Meeting  to  the 
AMA  House  of  Delegates,  so  that  your  individual 
voice  can  be  heard  on  a national  level  by  intro- 
ducing your  Resolutions  through  your  county 
medical  society. 

Following  this  over-all  summary  is  a summary 
of  the  matters  considered  by  the  Reference 
Committee  on  Constitution  and  Bylaws,  written 
by  Alternate  Delegate,  JohnC.  Hawk,  Jr.,  M.D. 

On  behalf  of  the  entire  South  Carolina  Delega- 
tion to  the  AMA,  I wish  to  thank  the  members  of 
the  Association  for  the  privilege  of  our  serving 
you. 

REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  THE  CONSTITUTION 
AND  BYLAWS:  JOHN  C.  HAWK,  JR.,  M.D. 

The  most  controversial  item  considered  by  this 
Reference  Committee  was  a Resolution  from  In- 
diana calling  for  a major  change  in  the  method  of 
choosing  members  of  three  important  AMA 
Councils.  At  present,  members  of  the  Council  on 
Legislation  and  the  Council  on  Continuing 
Physician  Education  are  appointed  by  the  Board 
of  Trustees,  while  the  Council  on  Long  Range 
Planning  has  five  members  appointed  by  the 
Speaker,  four  members  appointed  by  the  Board 
of  Trustees,  and  a medical  student  member  of  the 
AMA  appointed  by  the  Governing  Council  of  the 
AMA  Student  Business  Section,  with  the  con- 
currence of  the  Board  of  Trustees.  The  Indiana 
Resolution  would  have  required  that  these 


Councils  “be  subject  to  the  electoral  procedure” 
as  are  the  other  Councils  of  the  AMA. 

Proponents  argue  that  this  would  make  these 
Councils  more  responsive  to  the  House,  would 
eliminate  elements  of  patronage  which  might 
occur  from  time  to  time,  and  would  continue  to 
place  highly  qualified  members  on  these  Coun- 
cils. 

The  measure  was  opposed  by  members  of  the 
Board,  and  also  some  of  the  Council  members 
themselves,  who  pointed  out  that  extension  of 
the  election  process  to  32  more  Council  mem- 
bers would  require  much  time  for  state  caucuses 
to  hear  these  candidates,  time  and  expense  for 
the  candidates  themselves  to  conduct  cam- 
paigns, and  additional  time  for  actual  balloting.  It 
was  also  noted  that  through  the  appointive  pro- 
cess, some  AMA  members  with  special  talents  or 
expertise  have  in  the  past  been  drawn  into  the 
Council  on  Legislation  and  the  Council  on  Con- 
tinuing Physician  Education  who  would  proba- 
bly not  have  been  available  if  required  to  go 
through  the  time-consuming  and  expensive  pro- 
cedure of  running  for  office. 

It  was  stated  also  that  the  Council  on  Long 
Range  Planning  necessarily  must  put  up  “trial 
balloons”  and  make  innovative  suggestions 
which  frequently  are  initially  unpopular.  It  was 
argued  that  these  Council  members  might  not  be 
willing  to  “stick  out  their  necks”  with  such  prop- 
osals if  they  were  subject  to  standing  for  election. 

A number  of  other  arguments  were  put  forth. 
It  was  generally  conceded  even  by  the  propo- 
nents of  the  change  that  the  current  method  has 
placed  well-qualified  persons  on  these  Councils 
so  that  these  Councils  have  worked  effectively  in 
their  respective  areas.  The  Resolution  was  de- 
feated by  a voice  vote. 

The  House  of  Delegates  accepted  three  Re- 
ports from  the  Council  on  Constitution  and 
Bylaws  and  by  the  required  two-thirds  vote  ap- 
proved the  following  Bylaws  changes: 

(a)  Deleted  from  the  function  of  the  Judicial 
Council  the  “establishment  of  Principles  of 
Medical  Ethics”,  thus  clearly  pointing  out  that 
the  establishment  of  such  principles  is  the  duty 
and  prerogative  of  the  House,  while  the  Judi- 
cial Council  will  continue  responsibility  for 
“interpretation”.  In  so  doing,  the  House  im- 
plemented a previously  passed  Resolution  75 
(Annual  Meeting,  1979),  and  rejected  current 
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Resolution  2 which  would  have  allowed  the 
Judicial  Council  only  to  propose  to  the  House 
the  interpretation  of  the  Principles. 

(b)  Revise  those  sections  dealing  with  compo- 
sition of  Councils  so  as  to  delineate  that  each 
Council  “shall  determine  annually  the  voting 
privileges  of  the  medical  student  member”. 

(c)  Change  the  composition  of  the  Governing 
Council  of  the  Student  business  Section  re- 
ducing the  number  of  voting  members  from 
seven  to  five  by  reducing  from  three  to  one  the 
number  elected  by  the  American  Medical 
Student  Association.  This  change  clearly  puts 
control  of  the  Governing  Council  in  the  hands 
of  the  Student  business  Section,  which  con- 
sists of  the  student  delegates  actually  attend- 
ing AMA  meetings. 


In  other  items  coming  before  this  Reference 
Committee,  House  action  included  the  follow- 
ing: 

(a)  F iling  of  the  progress  report  of  the  Ad  Hoc 
Committee  on  the  Principles  of  Medical 
Ethics,  and  referral  to  this  committee  of  Reso- 
lution 1 which  contained  still  another  proposal 
for  the  Principles.  Thus,  any  definitive  action 
on  the  Principles  of  Medical  Ethics  has  been 
postponed  to  the  Annual  Meeting  of  1980. 

(b)  Referred  back  to  tire  Board  of  Trustees  its 
report  BB  on  Guidelines  for  Due  Process, 
primarily  in  response  to  a Resolution  citing  the 
incompleteness  of  the  Board’s  recommended 
Guidelines,  especially  because  of  the  omission 
of  rights  of  appeal. 


Morris  E.  Chafetz,  M.D., 
Founding  Director  of  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism, 
and  Chairman  of  the  Board, 

Health  Institutes, 
is  pleased  to  announce 
Health  Institutes’ first  private 
residential  alcoholism  treatment  facility, 

FENWICK 

HALL 

in  Charleston,  South  Carolina. 

John  H.  Magill,  Executive  Director. 
Layton  McCurdy,  M.D.,  Medical  Director. 
Phone  803-559-2461. 


Physicians 


One  of  America's  largest  health  care  cor- 
porations is  currently  seeking  both  a full 
and  part-time  Physician  for  our  Plasma 
Donor  Center  located  in  the  Southeast. 
Responsibilities  will  include  performing 
physicials  in  conjunction  with  donor 
screening  and  evaluation.  The  part-time 
position  would  provide  support  when 
regular  staff  physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we  will 
consider  licensed  but  non-practicing 
physicians  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For  fur- 
ther information,  please  send  curriculum 
vitae  to: 


Rlpha 


THERAPEUTIC  CORPORATION  ~| 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
Lyle  Ballentine 
201 1 Carver  Avenue 
N.  Charleston,  S.C.  29406 
(803)  744-8818 

Equal  Opportunity  Employer  M/F 
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Where’s  the  Money? 


Your  billings  say  you've  made  it, 
but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 
to  be  paid,  you're  tax  rich  but  cash  poor. 
That's  where  MFS  can  help  you.  Our 
Instant  Reimbursement  Plan  provides  you 
with  instant  payment  for  all  services* 
rendered  without  any  departure  from  your 
current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

‘excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of  physicians,  dentists,  allied  professionals. 


4 04-952-4591 


Jedco  Services 

LEASING  - INSURANCE 


SUITE  B-106,  3260  POWERS  FERRY  RD. 
MARIETTA,  GA.  30067 


BEDSIDE  BODY  LANGUAGE 


Franklin  Roosevelt  had  it.  John  Kennedy  had 
it.  Fiorello  LaGuardia  had  it  not  only  in  English 
but  also  in  other  languages,  and  it  helped  him 
reign  over  the  polyglot  city  of  New  York.  Lyndon 
Johnson  and  Richard  Nixon  tried  hard  to  learn  it, 
but  never  quite  got  the  hang  of  it.  George 
McGovern,  Eugene  McCarthy,  and  Arthur 
Goldberg  never  learned  it  well,  demonstrating 
that  without  it  even  the  brightest  men  are  un- 
likely to  be  political  victors. 

The  recognition  that  many,  perhaps  most  per- 
sons judge  a speaker  more  by  watching  his 
movements  than  by  listening  to  his  words  makes 
body  language  a powerful  instrument  for  politi- 
cians. The  importance  of  body  language  to  physi- 
cians, in  the  daily  practice  of  medicine,  has  re- 
ceived much  less  attention.  In  the  editorial 
which  follows  below,  psychologist  David  Adams 
explores  the  current  “state  of  the  art”. 

Photographs  suggest  that  the  great  physicians 
of  the  past,  such  as  Sir  William  Osier,  often  “had 
it”  instinctively.  Photographs  of  Osier,  for  in- 
stance, usually  illustrate  whtat  psychologists 
today  would  call  “effective  posture”.  This  may 
have  been  one  way  by  which  Osier  inspired  great 
confidence  during  his  daily  rounds  without 
spending  large  amounts  of  time  with  individual 
patients.  He  was  usually  able  to  leave  the  room 
with  a cheerful  word  well  before  the  “floodgates 
of  talk”  began  to  open.  Other  physicians  might 
spend  more  time  but  inspire  less  confidence. 
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The  message  today  seems  to  be  that  although 
some  persons  will  have  effective  body  language 
“naturally”,  most  others  can  improve  their  skills 
with  awareness  and  practice.  Certain  postures, 
such  as  barricading  the  arms  on  the  chest  (Figure 
1)  or  clasping  the  hands  behind  the  occiput,  el- 
bows pointing  laterally  like  wings,  may  project  as 
defensive  “power”  positions.  It  may  be  prefera- 
ble to  relax  the  upper  extremities  — arms  hang- 
ing freely  by  the  sides.  Sitting  down  and  leaning 
forward  slightly  (Figure  2)  suggests  obvious  in- 
terest in  the  patient.  That  this  is  the  usual  pos- 
ture of  effective  salesmen  comes  as  no  surprise. 

A residency  director  in  another  state  recently 
reported  that  his  trainees  were  “more  produc- 
tive” if  they  were  placed  in  examining  rooms 
where  there  was  no  place  for  them  to  sit  down. 
Without  chairs,  they  were  less  comfortable  and 
left  patients  sooner.  One  must  ask,  however, 
whether  such  practices  offer  better  medicine.  I 
doubt  it.  Several  years  ago.  Dr.  Edmund  Taylor 
wrote  a provocative  editorial  in  the  Recorder  of 
the  Columbia  Medical  Society  about  the  great 
value  of  sitting  at  the  bedside,  however  briefly. 
Effective  bedside  body  language  should  convey 
the  notion  that  the  doctor  is  both  relaxed  and 
concerned.  We  are  fortunate  that  psychologists 
such  as  Dr.  Adams  are  now  beginning  to  provide 
us  with  data  on  the  subject. 

— CSB 
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FIGURE  1.  “I’m  in  charge  . . . and/or  I may  be  defensive.” 


FIGURE  2.  “I’m  interested  in  your  problem.” 


ADVANTAGES  AND  LIABILITIES  OF  BEHAVIORAL  OBSERVATIONS 


Microcounselling  training  utilizes  an  empiri- 
cally derived  series  of  discrete  behaviors  that 
have  been  found  to  be  associated  with  efficient 
interview  techniques.  There  are  approximately 
one  dozen  microcounselling  behaviors.  These 
include  such  techniques  as  verbal  tracking  (the 
familar  “uh-huh”),  summarization  (of  the  pa- 
tient’s description  of  the  chief  complaint,  for 
example),  and  reflection  of  feelings  (a  restate- 
ment of  the  affective  content  of  the  patient’s  ver- 
balizations). 

Kinesics,  the  scientific  study  of  bodily  nonver- 
bal communication,  and  research  in  neurolin- 
guistic programming  address,  respectively, 
those  body  and  eye  movements  which  are  con- 
sidered the  core  of  adequate  patient  observation 
and  the  microcounselling  technique. 

Until  recent  years,  skilled  interviewing  con- 
sisted of  little  more  than  maximizing  eye  contact 
and  assuming  a relaxed/ attentive  body  position. 
Similarly,  clinical  observation  of  the  patient  con- 
sisted of  little  more  than  the  number  of  eye  con- 
tact breaks  and/or  unusual  body  postures  such  as 
rigidity.  Even  in  the  “mental-status  exam,”  the 
clinician  makes  a select  few  observations  related 
to  the  patients’  body  language  and  eye  move- 
ments. In  the  fine  tuning  of  the  clinician  for  both 
appropriate  patient  observation  and  interview 


skill  development,  research  findings  in  the  areas 
of  body  and  eye  movements  must  be  considered. 

Just  as  the  infant  learns  an  intimate  association 
between  smiling  and  consequently  being  held  or 
fed,  each  individual,  both  clinician  and  patient, 
learn  a primary  representational  system  of  facial 
expression,  and  body  or  eye  movement  to  com- 
municate both  simple  and  complex  messages. 
Thus,  standing  while  another  individual  is  sit- 
ting, and  simultaneously  speaking  while  that 
same  individual  is  listening  soon  becomes  as- 
sociated with  a dominant  stance.  The  clinician 
who  is  standing  and  speaking  while  the  patient 
sits  and  listens  is  communicating  to  the  patient 
that  the  speaker  is  in  charge,  is  the  authority,  has 
control,  and  will  make  the  decisions. 

It  is  important  to  realize  that  while  there  are 
some  consistencies  across  people  (inter-individ- 
ual similarities),  the  consistencies  within  a par- 
ticular individual  (intra-individual  constancy), 
have  proved  a more  valid  source  of  prediction. 
That  is,  while  there  are  certain  gestures  and 
mannerisms  which  are  constant  among  individu- 
als of  a certain  group  and,  therefore,  provide 
prediction  of  group  behavior,  there  are  also 
specific  representational  patterns  that  each  indi- 
vidual uses  consistently.  Systematic  observation 
of  an  individual  patient,  for  example,  will  reveal 
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that  individual’s  idiosyncratic  representational 
system.  Understanding  of  the  patient’s  mode  of 
symbolic  communication  permits  the  clinician  to 
accurately  understand,  predict,  and,  ideally, 
control  therapeutic  outcome. 

Becoming  skilled  in  the  interpretation  of  body 
and  eye  movements  requires  incorporation  of  the 
researched  fact  that  while  there  has  been  found 
to  be  consistency  among  patients  in  their  use  of 
eye  and  body  movements,  differences  occur  as  a 
result  of  events  happening  in  the  individual’s 
early  development,  changes  in  normal  habit  pat- 
terns brought  about  by  temporary  chemical 
states  such  as  hunger,  and,  indeed,  differences  in 
behavior  such  as  eye  movements  related  to  such 
factors  as  cerebral  dominance.  Yet  there  are  con- 
sistencies within  and  between  patients  with  re- 
gard to  their  use  of  consistent  movements  to 
convey  affective  and  cognitive  states. 

The  first  observational  point  is  that  of  the  con- 
gruence between  the  verbal  disclosure  and  any 
physical  gestures  indicating  guardedness.  Pa- 
tient accessibility  can  be  determined  by  the  indi- 
vidual’s willingness  to  compromise  territorial 
rights,  standing  and  offering  a handshake  versus 
sitting  with  both  arms  and  legs  folded.  Similarly, 
preening  gestures  (grooming  behaviors)  in  a mild 
presentation  can  be  an  attempt  by  the  patient  for 
interpersonal  or  “social”  preparedness,  but  when 
carried  to  the  extreme  of  constant  grooming  be- 
havior in  the  presence  of  the  clinician,  the  indica- 
tion is  that  a distracting  or  seductive  stance  is 
being  attempted.  Defensive  stances  are  the 
easiest  to  recognize  since  they  involve  the  utiliza- 
tion of  space  and  non-accessibility  to  the  indi- 
vidual who  is  feared  to  be  predatory.  Thus,  the 
avoiding  of  eye  contact,  the  retreat  to  a cir- 
cumscribed area  of  the  room,  and  the  avoidance 
of  body  contact  are  the  more  gross  forms  of  the 
territorial  imperative. 

Research  indicates  that,  in  our  culture,  the 
head  is  utilized  in  several  positions  to  communi- 
cate various  affective  states.  The  head  is  bowed  in 
shame,  guilt  and  submissiveness.  It  is  most  often 
habitually  tilted  to  one  side  to  indicate  attentive- 
ness, and  at  times,  flirtation.  The  head  is  often 
held  erect  in  g.  sign  of  self-confidence,  held  for- 
ward in  anger,  and  tilted  back  in  defiance. 

Although  our  culture  has  taught  the  utilization 
of  the  mouth  as  a primary  feature  of  disguise  of 
feelings  (the  “social  smile”),  sociological  studies 
indicate  that  the  eyebrows,  eyes,  and  forehead 
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are  the  least  affected  cross-eulturally,  and  looks 
of  anger,  bewilderment,  and  fear  display  a prob- 
able genetic  base  and  are  cross-culturally  consis- 
tent. 

Research  has  shown  that  there  are  over  three 
dozen  different  expressive  positions  of  the  eye- 
brows and  over  two  dozen  correlated  uses  of  the 
eye  lids.  The  permutations  and  combinations  of 
expression  are,  therefore,  profound  and  the  va- 
lidity of  the  interpretation  must  be  dependent 
upon  the  longevity  of  the  (relationship)  observa- 
tional period  to  determine  the  specific  meaning 
of  eye  gestures  for  a given  patient. 

The  role  of  hands  in  the  process  of  survival,  the 
involvement  of  the  autonomic  nervous  system, 
and  the  cultural  modeling  of  specific  mannerisms 
has  resulted  in  consistent  findings.  Anger  and 
clenching,  anxiety  and  both  grasping  and  fidget- 
ing, and  depression  and  flaccidity  are  reliable 
findings  across  individuals.  Other  uses  of  the 
hand  such  as  a signal  for  interruption,  appeal*  to 
be  a more  culturally  determined  phenomenon. 

The  risk  of  excessive  generalization  is  strong. 
Crossing  of  the  arms  can  be  not  only  a defensive 
posture,  a disagreeing  posture,  a sign  of  insecuri- 
ty, but  it  also  can  be  nothing  more  than  a com- 
fortable position.  Similarly  repeated  crossing  of 
the  legs  may  indicate  not  only  defensiveness, 
seduction,  and  attention-seeking,  but  may  also 
indicate  physical  discomfort  and  restlessness. 

Empirical  investigation  of  respiratory  re- 
sponses suggests  that  there  exists  a respiratory 
avoidance  response  (RAR)  displayed  as  a consis- 
tent clearing  of  the  throat  in  the  absence  of 
phlegm  or  mucus.  In  patients,  for  example, 
where  posterior  pharyngeal  mucus  was  absent, 
the  throat  clearing  was  found  to  be  associated 
with  the  individual’s  disagreement  with  an  ongo- 
ing situation.  Research  also  indicates  that  rub- 
bing of  the  nose  is  a similarly  widely  found  avoid- 
ant response  indicating  discomfort  with  an  ongo- 
ing situation.  Respiration  in  varying  emotional 
states  has  led  to  rather  consistent  findings.  The 
anxious  patient  talks  at  the  height  of  inspiration 
while  the  depressed  patient  speaks  at  the  end  of 
expiration.  The  angry  patient  is  the  most  easily 
recognized  by  speech  coming  in  blocks  during 
expiration. 

Aside  from  the  consistencies  noted  abov  e, 
however,  specific  clinical  affective  findings  will 
be  determined  by  an  observant  and  motivated 
clinician  during  an  effective  and  emotionally 
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provocative  history  taking.  Much  can  be  gleaned 
from  clinical  observation,  especially  repeated 
observations  of  the  same  patient.  The  caveat  re- 
mains, however,  that  as  with  many  findings,  over 
interpretation  and  generalization  can  prove  er- 
roneous and  fallacious.  Used  systematically  and 
judiciously,  both  observation  and  exhibition  of 
adaptive  body  and  eye  movements  can  prove  a 
valuable  clinical  aid. 

Kg-  David  B.  Adams,  Ph.D. 
Director 

Division  of  Clinical  Psychology 
and  Behavioral  Sciences 
Department  of  Family  Medicine 
University  of  South  Carolina 
School  of  Medicine 
Columbia,  S.  C. 

LETTER  TO  THE  EDITOR 

To  the  Editor: 

In  October  1977,  the  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control 
began  a statewide  screening  program  for  neo- 
natal primary  hypothyroidism.  We  would  like  to 
share  our  findings  as  of  October  31,  1979,  with 
the  physicians  of  South  Carolina. 

In  this  two-year  period,  we  received  95,337 
specimens  for  testing.  Of  this  number,  3,870 
specimens  (4%)  were  not  tested  because  of  insuf- 
ficient quantity  of  blood  or  damaged  samples. 
Two  percent  (1,827)  of  the  specimens  tested  had 
low  T-4  levels.  The  normal  range  for  T-4  in  this 
laboratory  is  6.5  to  19  /u,g/dl.  All  low  T-4  samples 
are  examined  for  thyroid-stimulating  hormone 


(TSH).  One  hundred  and  fifty-seven  (0.17%  of 
the  total  specimens  tested  or  8.6%  of  the  samples 
with  a low  T-4  result)  had  elevated  TSH  levels. 
The  normal  TSH  level  ranges  from  undetectable 
to  20  /Ltu/ml. 

Thus,  1:583  individuals  tested  had  a low  T-4 
and  elevated  TSH  in  the  screening  program  and 
required  further  clinical  evaluation.  As  with  any 
mass  screening  program,  the  purpose  is  to  define 
as  many  patients  at  risk  as  possible,  but  a com- 
plete diagnostic  work-up  for  confirmation  of  the 
disease  should  follow.  When  a diagnosis  is  estab- 
lished, treatment  must  be  initiated  and  continual 
monitoring  of  the  patient  is  essential. 

The  incidence  for  primary  hypothyroidism  re- 
ported nationally  ranges  from  1:5000  to  1:7000. 
During  the  first  18  months  of  the  program  in 
South  Carolina,  approximately  1:4000  patients 
had  a final  diagnosis  of  primary  hypothyroidism. 

Assuming  this  incidence  rate  continues,  we 
can  project  that  approximately  13  new  cases  of 
hypothyroidism  will  be  found  in  South  Carolina 
each  year.  In  the  absence  of  detection  and  treat- 
ment, these  individuals  would  probably  become 
charges  of  the  State  and  their  care  would  cost  an 
average  of  $15,000  per  person  per  year.  Total 
expenditures  for  laboratory  support  thus  far  has 
been  $1 19,000,  including  all  equipment  and  per- 
sonnel for  the  entire  two-year  period.  It  can 
clearly  be  seen  that,  aside  from  its  humanitarian 
aspects,  this  program  is  highly  cost  effective. 

Edward  R.  Williams,  Dr.  P.H. 
William  A.  Kemick,  M.D. 
Arthur  F.  DiSalvo,  M.D. 

S.  C.  Department  of  Health 
and  Environmental  Control 
2100  Bull  St. 

Columbia,  S.  C.  29201 
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THE  NEW  SCMA  ANNUAL  MEETING 

Thursday,  May  1 through  Sunday,  May  4,  1980  are  the  dates  for  the  South  Carolina  Medical 
Association  meeting  with  its  new  format.  Scheduled  is  continuing  medical  education  with  16  to  20  credit 
hours,  with  no  registration  fee  for  SCMA  members.  There  are  two  theme  topics,  “Cancer’’  and 
“Cardiovascular  Disease,”  with  mornings  devoted  to  general  interests  and  afternoons  to  specialty 
interests.  Yes,  more  academic,  with  an  adequate  amount  of  business,  political  and  social  activities,  this 
program  is  designed  to  have  broad  appeal,  and  hopefully  will  encourage  large  attendance. 

The  Annual  Meeting  should  be  the  place  to  renew  old  acquaintances  and  make  new  ones,  a place  to 
discuss  issues,  and  a time  to  relax  with  family  and  friends,  as  well  as  to  “keep  up”.  The  medical  profession 
needs  an  umbrella  organization.  We  need  a focal  point  where  we  can  meet.  Let’s  make  the  SCMA 
meeting  the  BIG  annual  meeting  for  all  segments  of  our  profession. 

Tell  the  non-members  that  they  too  are  welcome  to  attend  ($50.00  registration  fee).  Their  input  is 
welcomed  at  the  Reference  Committees.  Let  them  know  that  we  are  “an  example  of  that  best  and  worst 
form  of  government  — the  democracy.  Our  positions  are  made  by  our  members,  positions  are  publicly 
debated  and  publicly  voted,  and  Reference  Committee  members  and  Delegates  certainly  seek  to  vote 
their  consciences  — but  as  in  any  democratic  organization,  they  will  be  more  likely  to  be  influenced  by 
the  voters  than  by  those  who  refuse  to  vote.  ”*  Urge  the  non-members  to  join  that  they  may  vote  their 
conscience  and  influence  the  future  course  of  the  profession  as  they  see  it. 

Let  the  Annual  Meeting  serve  as  a revival  to  renew  our  commitment  to  our  profession,  a profession 
dedicated  to  service  to  mankind  and  one  that  we  seek  to  keep  unencumbered  by  undue  regulations  from 
outside  sources.  May  1-4,  1980  is  the  time.  Myrtle  Beach  is  the  place. 

Harrison  L.  Peeples,  M.D.,  President 


* Editorial:  AMA  News,  2/1/80 
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ONE  HUNDRED  THIRTY-SECOND  ANNUAL  MEETING 


THE  MYRTLE  BEACH  HILTON 
MYRTLE  BEACH,  S.  C. 


The  132nd  Annual  Meeting  of  the  South 
Carolina  Medical  Association  will  be  held  May 
1-4,  1980  in  Myrtle  Beach,  South  Carolina.  The 
Myrtle  Beach  Hilton  will  again  be  the  site  of  the 
various  meetings  scheduled  during  that  time. 
NEW  THIS  YEAR  WILL  BE  NO  REGISTRA- 
TION FEES  FOR  SCMA  MEMBERS. 

The  SCMA  House  of  Delegates  will  meet  on 
Thursday  afternoon,  May  1,  and  again  on  Sunday 
morning,  May  4,  to  conduct  the  business  of  the 
Association.  Present  plans  call  for  meetings  of 
Council  on  Wednesday  afternoon,  April  30  and 
Thursday  morning,  May  1. 

An  expanded  scientific  session  should  attract  a 
large  number  of  physicians  for  continuing  medi- 
cal education  purposes.  Scheduled  for  Friday 
morning  is  a series  of  presentations  on  the  gen- 
eral subject  of  Cancer,  and  Saturday  morning’s 
general  session  will  cover  several  areas  of  Car- 
diovascular Disease.  Keynote  speakers  include 
John  Spratt,  M.D.,  of  the  University  of  Louis- 
ville; and  O’Neal  Humphries,  M.D.,  of  the  Uni- 
versity of  South  Carolina  School  of  Medicine. 
Afternoon  sessions  on  Friday  and  Saturday  will 
cover  Geriatrics,  Sports  Medicine,  and  Problems 
with  Low-Birth  Weight  Infants.  In  addition, 


concurrent  meetings  will  be  held  by  the  S.  C. 
Society  of  Dermatologists,  the  S.  C.  Society  of 
Pediatricians,  and  the  S.  C.  Radiological  Soci- 
ety. Detailed  information  regarding  these  meet- 
ings is  included  in  this  issue. 

Congressman  Carroll  Campbell,  Jr.,  is  sched- 
uled to  speak  at  a special  SOCPAC  banquet  to  be 
held  on  Friday  evening.  Tickets  will  be  sold  for 
this  function. 

New  also  this  year  will  be  a President’s  Lun- 
cheon to  be  held  on  Saturday,  and  President’s 
Reception  that  evening. 

The  State  Board  of  Medical  Examiners  will  be 
conducting  hearings,  and  several  MUSC  and 
Duke  Medical  School  alumni  groups  have 
scheduled  receptions  or  luncheons.  Please  con- 
sult your  schedule  of  events  included  in  this  is- 
sue, or  your  Convention  Program,  for  detailed 
information  regarding  all  of  these  functions. 

Published  in  this  issue  of  The  Journal  are  those 
Committee  Reports,  Resolutions , and  Reports  of 
Officers  and  Councilors  which  were  available  at 
publication  deadline.  Additional  reports  received 
after  the  deadline  will  be  included  in  the  Dele- 
gates’ Handbooks. 
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132nd  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

ANNUAL  MEETING 


THE  MYRTLE  BEACH  HILTON,  MYRTLE  BEACH,  SOUTH  CAROLINA 

MAY  1 - MAY  4,  1 980 
GENERAL  PROGRAM 


1:00 

p.m.  - 

6:00 

p.m. 

2:00 

p.m.  - 

6:00 

p.m. 

5:00 

p.m.  - 
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p.m. 

8:00 

a.m.  - 
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8:30 

a.  m.  - 

10:00  a.m. 
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p.m. 
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a.m.  - 

12:00  Noon 

11:00 

a.m.  - 

12:00  Noon 

12:00 

Noon 

- 7:30 

• p.m. 

12:00 

Noon 

- 7:30 

• p.m. 

12:30 

p.m.  - 

2:00 

p.m. 

1:00 

p.m.  - 

5:00 

p.m. 

2:00 

p.m.  - 

6:00 

p.m. 

6:00 

p.m.  - 

7:30 

p.m. 

7:30 

p.m. 

7:30  a.m. 

- 5:30  p.m. 

7:30  a.m. 

- 8:30  a.m. 

8:30  a.m. 

- 5:30  p.m. 

8:30  a.m. 

- 9:30  a.m. 

8:30  a.m. 

- 12:30  p.m. 

8:30  a.m. 

- 12:00  Noon 

10:00  a.m. 

- 12:30  p.m. 

12:30  p.m. 

- 2:00  p.m. 

12:30  p.m. 

- 1:00  p.m. 

1:00  p.m. 

- 2:30  p.m. 

1:30  p.m. 

- 3:30  p.m. 

1:30  p.m. 

- 3:00  p.m. 

1:30  p.m. 

- 3:30  p.m. 

1:30  p.m. 

- 5:30  p.m. 

1:30  p.m. 

- 5:30  p.m. 

2:30  p.m. 

- 3:00  p.m. 

Wednesday,  April  30,  1980 

SCMA  Council  Meeting  — East  Ballroom 

State  Board  of  Medical  Examiners  Hearings  — Suite  A,  B,  and  C 
SCMA  Auxiliary  Registration  — Lobby 

Thursday,  May  1,  1980 

SCMA  Council  Breakfast  and  Meeting  — East  Ballroom 
SCMA  Auxiliary  Registration  — Lobby 

State  Board  of  Medical  Examiners  Board  Meeting — Staff  Conference  Room 

SCMA  Auxiliary  Executive  Board  Meeting  — Parlours  I-IV 

House  Staff  Physician  Meeting  — Suite  C 

SCMA  Registration  — Exhibit  Hall 

Exhibits  Open  — Exhibit  Hall 

State  Board  of  Medical  Examiners  Luncheon  — Alfredo’s  Restaurant 
SCMA  Auxiliary  Registration  — Lobby 

SCMA  House  of  Delegates  Meeting  — Center  and  East  Ballrooms 
Welcoming  Reception  — Exhibit  Hall 

SCMA  Reference  Committee  Meetings  (Specific  room  assignments  will  be 
given  in  Delegates’  Handbooks) — Suites  A,  B,  and  C;  Parlours  III,  IV, 
and  VI;  Staff  Conference  Room 

Friday,  May  2,  1980 
SCMA  Registration  — Exhibit  Hall 
SCMA  Council  Breakfast  — Parlours  II-IV 
Exhibits  Open  — Exhibit  Hall 

SCMA  Auxiliary  Continental  Breakfast  — Veranda  Bar 
SCMA  Auxiliary  Registration  — Lobby 

SCMA  Scientific  Session  (Topic  — “Cancer”)  — Center  Ballroom 
SCMA  Auxiliary  House  of  Delegates  General  Meeting  — Suites  A and  B 
MUSC  Alumni  Luncheon  (Honoring  Class  of  1930)  — Alfredo’s  Restaurant 
SCMA  Auxiliary  Hospitality  — “Another  World” 

SCMA  Auxiliary  Luncheon  — “Another  World” 

S.  C.  Radiological  Society  Business  Meeting  and  Luncheon  — Parlours  I and 

II 

Language  Pathology  Workshop  — Staff  Conference  Room 
S.  C.  Vocational  Rehabilitation  Dept.  Disability  Determination  — Parlour  IV 
SCAAFP  Sponsored  Scientific  Program  — Center  Ballroom 
Cardiovascular  Self-Evaluation  Sponsored  by  Roche  Lab  — Suite  A 
SCMA  Auxiliary  Post-Convention  Executive  Board  Meeting  — “Another 
World” 
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GENERAL  PROGRAM 


7:30  p.m.  - 8:30  p.m. 
8:30  p.m. 
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12:00  Noon 
12:00  Noon 
12:30  p.m. 
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p.m.  - 

8:30 

P- 

m. 

7:30 
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8:30 
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7:30 

a.m.  - 

8:30  ; 

a.  m . 

7:30 

a.m.  - 

10:00  a 

.m. 

8:00 

a.m.  - 

12:00 

• Noon 

8:30 

a.m.  - 

12:00 

• Noon 

SOCPAC  Reception  — Mezzanine 

SOCPAC  Dinner  and  Program  — Grand  Ballroom 

Saturday,  May  3,  1980 
SCMA  Council  Breakfast  — Parlours  II-IV 
SCMA  Registration  — Exhibit  Hall 
S.  C.  Dermatological  Association  Meeting  — Suite  A 
S.  C.  Pediatric  Society  Meeting  B Suite  C 
Exhibits  Open  — Exhibit  Hall 

SCMA  Scientific  Session  (Topic  — “Cardiovascular  Disease”)  — Center 
Ballroom 

President’s  Luncheon  — Center  and  East  Ballrooms 

S.  C.  Pediatric  Society  Executive  Committee  Luncheon  and  Meeting  — 
Parlour  I 

S.  C.  Chapter  of  American  College  of  Emergency  Physicians  Scientific 
Session  — Parlours  III  and  IV 
S.  C.  Dermatological  Association  — Suite  A 
SCMA  Sports  Medicine  Seminar  — Suite  B 
S.  C.  Medical  Care  Foundation  Meeting  — East  Ballroom 
President’s  Reception  — Pool  Terrace 

Duke  University  School  of  Medicine  Alumni  Reception  — Staff  Conference 
Room 

1940  MUSC  Reunion  Reception  — Parlours  I and  II 
1960  MUSC  Reunion  Reception  — Parlours  III  and  IV 
1940  MUSC  Reunion  Dinner — Suite  A 
1960  MUSC  Reunion  Dinner  — Suite  C 

Sunday,  May  4,  1980 
SCMA  Council  Breakfast  — Parlours  II-IV 
SCMA  Registration  — Exhibit  Hall 


April,  1980 
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WHY  YOU  SHOULD  ATTEND  THE  SCMA  ANNUAL  MEETING 

• Twenty  hours  of  continuing  medical  education  credit.  • National  leaders  in 
cancer  and  cardiovascular  practice  and  research.  • No  registration  fee  for 
SCMA  members.  • Golf,  tennis,  beaches,  gardens  — all  in  their  springtime 
glory.  Many  fun  events.  • Specialty  society  sessions  and  other  opportunities 
to  meet  your  colleagues  from  throughout  the  state. 

WRITE  NOW  FOR  ADVANCE  REGISTRATION  MATERIAL  — SCMA, 
PO  Box  11188,  COLUMBIA,  SC  29211,  OR  CALL  (803)  252-6311 

S.  C.  MEDICAL  ASSOCIATION  ANNUAL  MEETING  & EXHIBITION 
The  Myrtle  Beach  Hilton  — May  1-4 
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DELEGATES  AND  ALTERNATES,  1980 


AIKEN 

John  C.  Beard,  M.D. 
Kenneth  Owens,  M.D. 

Alternates: 

Jack  L.  Ratliff,  M.D. 

ALLENDALE 

H.  L.  Laffitte,  M.D. 

Alternates: 

T.  B.  Warren,  M.D. 

ANDERSON 

John  B.  Martin,  Jr.,  M.D. 
Vernon  E.  Merchant,  Jr.,  M.D 
Jerry  R.  Powell,  M.D. 

Kenneth  W.  Smith,  M.D. 
DeWitt  C.  Niles,  M.D: 

Charles  R.  Griffin,  M.D. 

Alternates: 

O.  Marion  Burton,  M.D. 
James  G.  Halford,  Jr.,  M.D. 
Walter  L.  Gaillard,  M.D. 
Albert  S.  Hollingsworth,  M.D. 
Fred  G.  Jones,  M.D. 

BAMBERG 

Joseph  D.  Thomas,  M.D. 
F.  Marion  Dwight,  M.D. 

BARNWELL 

Phillip  Claytor,  M.D. 

Alternates: 

Campbell  C.  Freeman,  M.D. 

CHARLESTON 

A.  F.  Aiken,  M.D. 

W.  H.  Cain,  M.D. 

H.  B.  Othersen,  M.D. 
Tommy  Kirkland,  M.D. 

Clay  Evatt,  Jr.,  M.D. 

Louie  B.  Jenkins,  M.D. 
William  Fogle,  M.D. 

Leon  Banov,  Jr.,  M.D. 

Walter  M.  Bonner,  M.D. 

W.  B.  Thomason,  M.D. 
Warren  Adkins,  M.D. 
Fletcher  Derrick,  M.D. 

James  W.  Kellett,  M.D. 
Robert  S.  Cathcart,  III,  M.D. 
Charles  C.  Geer,  M.D. 

Roy  E.  Nickles,  M.D. 

W.  McGill  Woodward,  M.D. 

Alternates: 

O.  Rhett  Talbert,  M.D. 
William  H.  Barnwell,  M.D. 
William  B.  Crymes,  M.D. 
A.  C.  Hutson,  Jr.,  M.D. 
Albert  Kreutner,  M.D. 
Philip  A.  McGowan,  M.D. 
William  P.  Turner,  M.D. 
Kenneth  R.  Warrick,  M.D. 

CHEROKEE 

R.  R.  Steuer,  M.D. 

Alternates: 

John  Cathcart,  M.D. 

CHESTER 

M.  L.  Marion,  M.D. 

Alternates: 

Edwin  C.  Hentz,  M.D. 

CHESTERFIELD 

Winston  Y.  Godwin,  M.D. 

COLLETON 

John  B.  Johnston,  M.D. 

Alternates: 

Frank  Biggers,  M.D. 

COLUMBIA 

James  C.  Vardell,  Jr.,  M.D. 
Albert  Reid,  M.D. 

Thomas  Hearon,  M.D. 
Richard  Kahaly,  M.D. 

Ralph  S.  Owings,  M.D. 
Edmund  R.  Taylor,  M.D. 

U.  Hoyt  Bodie,  M.D. 

Walter  Roberts,  M.D. 

Edward  E.  Kimbrough,  M.D. 
John  P.  Sutton,  M.D. 

E.  Cantey  Haile,  Jr.,  M.D. 
Thomas  C.  Rowland,  M.D. 

J.  Daniel  Love,  Jr.,  M.D. 
William  D.  Meredith,  M.D. 
M.  Tucker  Laffittee,  Jr.,  M.D 

Alternates: 

Paul  T.  Hopkins,  M.D. 
Robert  H.  Stafford,  M.D. 
Jack  H.  Gottlieb,  M.D. 

D.  Strother  Pope,  M.D. 
Alan  H.  Brill,  M.D. 

DARLINGTON 

Rion  Dixon,  M.D. 

Alternates: 

Greg  Connor,  M.D. 

DILLON 

Susanne  G.  Black,  M.D. 

Alternates: 

Swift  C.  Black,  M.D. 

DORCHESTER 

Joseph  T.  Taylor,  III,  M.D. 

Alternate: 

EDISTO- 

Lloyd  Varner,  M.D. 

ORANGEBURG 

B.  C.  Pendarvis,  Jr.,  M.D. 
D.  K.  Dudderar,  M.D. 

J.  B.  Degen,  M.D. 

Alternates: 

H.  F.  Frierson,  M.D. 
B.  M.  Lawton,  M.D. 

FLORENCE 

Bruce  White,  M.D. 

Larry  Rabon,  M.D. 

Bill  Hester,  M.D. 

A.  W.  Whitehead,  M.D. 
Hans  K.  Habermeier,  M.D. 

Alternates: 

Marion  Carr,  M.D. 
Frank  Boysia,  M.D. 

GEORGETOWN 

H.  C.  Tiller,  M.D. 

C.  M.  Thompson,  M.D. 

Alternates: 

M.  E.  Reed,  M.D. 

F.  S.  O’Rourke,  M.D. 

GREENVILLE 

William  B.  Hines,  M.D. 

H.  Sykes  DeHart,  M.D. 
Stephen  J.  Gold,  M.D. 

H.  E.  Russell,  M.D. 

Wayne  C.  Brady,  M.D. 

Don  B.  White,  M.D. 

F.  K.  Huntington,  M.D. 

E.  Daryl  Jervey,  M.D. 
Raymond  C.  Ramage,  M.D. 
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DELEGATES  AND  ALTERNATES 


D.  O.  Royals,  M.D. 

J.  H.  Brown,  M.D. 

James  P.  McNamara,  M.D. 
Wallace  W.  Friday,  M.D. 
Lucius  Cline,  Jr.,  M.D. 

GREENWOOD 

Kenneth  J.  Parham,  M.D. 
Richard  Carter,  M.D. 
Richard  Goodwin,  M.D. 

Alternates: 

R.  B.  Scurry,  M.D. 

S.  C.  Baker,  M.D. 

HAMPTON 

Walter  L.  Young,  M.D. 

Alternates: 

Count  Pulaski,  M.D. 

HORRY 

William  H.  Davis,  M.D. 
Dan  W.  Brake,  M.D. 
Salvatore  A.  Rini,  M.D. 
Charles  G.  Sasser,  M.D. 

Alternates: 

John  S.  Ravita,  M.D. 
Estone  Williams,  Jr.,  M.D. 

LANCASTER 

Richard  Reiter,  M.D. 
James  Furse,  M.D. 

LAURENS 

Martin  M.  Teague,  M.D. 

Alternates: 

James  L.  Walker,  M.D. 

LEXINGTON 

Henry  Martin,  Jr.,  M.D. 
F.  J.  McEleveen,  M.D. 

Alternates: 

Vasa  Cate,  M.D. 

F.  W.  Clemenz,  M.D. 

MARION 

Ira  Barth,  M.D. 

Alternates: 

Kamal  Basily,  M.D. 

MARLBORO 

James  C.  McAlpine, 

NEWBERRY 

Carroll  A.  Pinner,  III,  M.D. 
Thomas  W.  Behrmann,  M.D 

Alternates: 

Ralph  P.  Baker,  M.D. 

OCONEE 

James  R.  Hanahan,  M.D. 
Edward  Booker,  M.D. 

Alternates: 

James  R.  Pruitt,  M.D. 
Hugh  Wells,  M.D. 

PICKENS 

Larry  Winn,  M.D. 

W.  Goudeloek,  M.D. 

Alternates: 

Larry  E.  Stroud,  M.D. 

RIDGE 

J.  S.  Garrison,  M.D. 

SPARTANBURG 

John  Simmons,  M.D. 
Julian  Josey,  M.D. 
Harold  Fleming,  M.D. 
Michael  Holmes,  M.D. 
Jack  Evans,  M.D. 

James  Duncan,  M.D. 
Ron  Terrell,  M.D. 
Brownlee  Lowry,  M.D. 
Mitchell  Allen,  M.D. 
William  Hendrix,  M.D. 

Alternates: 

Charles  Fogarty,  M.D. 
Ernest  Camp,  M.D. 
Henry  Ritchie,  M.D. 

SUMTER- 

CLARENDON- 

LEE 

J.  Capers  Hiott,  M.D. 

Alternate: 

S.  Perry  Davis,  M.D. 

UNION 

Gerald  D.  Fielder,  M.D. 

YORK 

J.  J.  Sample,  M.D. 
Howard  Snyder,  M.D. 

Albert  G.  LeRoy,  M.D. 
Alternates:  Tom  Parkinson,  M.D. 

Hubert  Platt,  M.D. 

James  L.  Maynard,  M.D. 

S.  C.  DERMATOLOGICAL  SOCIETY 
George  S.  Stretcher,  M.D. 

Alternate:  Linwood  G.  Bradford,  M.D. 

S.  C.  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE 
SURGEONS 

Burnwell  R.  Smith,  M.D. 

Alternate:  Jon  Sattler,  M.D. 

S.  C.  THORACIC  SOCIETY7 
Lucien  E.  Brailsford,  M.D. 

Alternate:  Robert  L.  Galphin,  M.D. 

CAROLINA  UROLOGICAL  ASSOCIATION 
W.  Red  Turner,  M.D. 

S.  C.  SOCIETY7  OF  PATHOLOGISTS 
William  F.  Fairey,  M.D. 

Alternate:  Edward  W.  Catalano,  M.D. 

S.  C.  CHAPTER  OF  AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 
Granville  S.  Way,  Jr.,  M.D. 

Alternate:  James  Y.  White,  M.D. 

S.  C.  SOCIETY7  OF  INTERNAL  MEDICINE 
Charles  R.  Holmes,  M.D. 

S.  C.  SOCIETY  OF  OPHTHALMOLOGY 
Richard  H.  Goodwin,  M.D. 

Alternate:  John  D.  Compton,  M.D. 

S.  C.  NEUROLOGICAL  SOCIETY7 
Albert  Aiken,  M.D. 

Alternate:  O.  Rhett  Talbert,  M.D. 

S.  C.  CHAPTER  OF  AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS 
Robert  Malanuk,  M.D. 

Alternate:  Thomas  J.  DeCaro,  M.D. 

S.  C.  SOCIETY’  OF  ANESTHESIOLOGISTS 
Laurie  Brown,  M.D. 

S.  C.  OB/GYN  SOCIETY7 
Henry  C.  Heins,  Jr.,  M.D. 

S.  C.  PEDIATRIC  SOCIETY 
David  C.  McLean,  M.D. 

Alternate:  Arno  H.  Hohn,  M.D. 

S.  C.  RADIOLOGY  SOCIETY7 
William  A.  Klauber,  M.D. 

S.  C.  SOCIETY  OF  ORTHOPAEDICS 
Edward  Hay,  M.D. 

Alternate:  James  Cheezem,  M.D. 

S.  C.  VASCULAR  SURGICAL  SOCIETY7 
Everett  Dargan,  M.D. 

Alternate:  R.  Neale  Williams,  M.D. 

COMPONENT  UNIT  ON  HOUSE  STAFF  PHYSICIANS 
Michael  A.  Hall,  M.D. 

J.  Stewart  Haskins,  Jr.,  M.D. 

DEAN,  SCHOOL  OF  MEDICINE,  MUSC 
W.  Marcus  Newberry,  M.D. 

DEAN,  SCHOOL  OF  MEDICINE,  USC 
Roderick  Macdonald,  Jr.,  M.D. 

MUSC  SENIOR  CLASS  PRESIDENT 
Ronald  Dale  Padgett 
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The  South  Carolina  Medical  Association 
SCIENTIFIC  PROGRAM* 

The  Myrtle  Beach  Hilton  Center  Ballroom 


FRIDAY,  MAY  2,  1980 

MORNING  SESSION 
General  Session 


Charles  T.  Fitts,  M.D.,  Chairman 
SCMA  Scientific  Program  Committee,  Presiding 


Theme: 
8:30- 
8:40  a.m. 
8:45- 
9:25  a.m. 


9:25- 
9:45  a.m. 

9:45- 

10:05  a.m. 


10:05- 
10:25  a.m. 


10:25- 
10:55  a.m. 
10:55- 
11:15  a.m. 


11:15- 
11:35  a.m. 


11:35- 
11:55  a.m. 


“Cancer” 

Introduction  — Dr.  Fitts 

Prevention  and  Detection  of  Cancer 

John  Spratt,  M.D.,  Professor  of  Clinical 
Oncology  in  Surgery,  University  of 
Louisville  School  of  Medicine,  Louis- 
ville, Kentucky 

Management  of  Operable  Breast  Cancer 
John  McCulloch,  M.D.,  Oncologic  Sur- 
geon, Spartanburg,  South  Carolina 

Staging  and  Treatment  of  Hodgkins  Dis- 
ease in  1980 

James  D.  Bearden,  III,  M.D.,  Associate 
Clinical  Professor  of  Medicine,  Medical 
University7  of  South  Carolina,  Charleston, 
South  Carolina 

Diagnosis  and  Evaluation  of  Skin  Cancer 
H.  R.  Pratt-Thomas,  M.D.,  Professor  of 
Pathology,  Medical  University  of  South 
Carolina,  Charleston,  S.  C. 

Intermission  to  Visit  Exhibits/ 

Coffee  Break 

Radiotherapy  — Past,  Present  and  Fu- 
ture 

Carolyn  Ferree,  M.D.,  Assistant  Profes- 
sor, Department  of  Radiology,  Bowman 
Gray  School  of  Medicine,  Wake  Forest 
University,  Winston-Salem,  North  Caro- 
lina 

Cancer  of  the  Colon  and  CEA 

Paul  H.  O’Brien,  M.D.,  Professor  of 
Surgery,  Medical  University  of  South 
Carolina,  Charleston,  S.  C. 

Treatment  of  Acute  Leukemia 
George  Sartiano,  M.D.,  Professor  and 
Director,  Division  of  Hematology/ 
Oncology,  USC  School  of  Medicine,  Co- 
lumbia, South  Carolina 


* Approved  for  hour-for-hour  Category  I Physicians’  Recog- 
nition Award  Credits.  AAFP  prescribed  credits  applied  for. 


JOHN  S.  SPRATT,  B.S.,  M.S.P.H.,  M.D., 
F.A.C.S. 

Dr.  Spratt  was  bom  in  San 
Angelo,  Texas.  He  received  an 
A.S.  Degree  from  the  University 
of  Texas  in  Arlington,  and  B.S. 
Degree  from  Southern  Method- 
ist University  in  Dallas.  He  was 
awarded  his  M.D.  Degree  from 
the  University  of  Texas,  South- 
western Medical  School,  and  his 
M.S.P.H.  Degree  from  the  Uni- 
versity of  Missouri  School  of 
Medicine  in  Columbia,  Mis- 
souri. 

Dr.  Spratt  has  had  extensive 
graduate  medical  experience, 
residencies  and  internships,  the 
latest  being  Resident  and 
American  Cancer  Society  Fellow  in  Surgery,  Barnes  Hospital,  St. 
Louis,  Missouri.  He  has  held  numerous  academic  and  professional 
appointments  during  his  career.  His  present  posts  include  Professor  of 
Community7  Health,  University  of  Louisville  School  of  Medicine,  and 
Professor  of  Surgery  (Oncology)  at  the  same  institution.  He  is  an  active 
staff  member  at  Louisville  General  Hospital. 

He  is  certified  by  the  American  Board  of  Surgery7  and  is  a Fellow  in 
the  American  College  of  Surgeons.  He  is  a member  of  numerous 
professional  and  scholastic  organizations  and  has  been  Editor  or  a 
member  of  the  Editorial  Board  of  several  publications.  Dr.  Spratt  is 
listed  in  “Who’s  Who  in  the  Midwest,”  “American  Men  of  Science,” 
“Directory7  of  Medical  Specialists,”  and  “World  Who’s  Who  in  Sci- 
ence.” He  has  over  100  publications  to  his  credit. 

Dr.  Spratt  is  a Captain  in  the  United  States  Naval  Reserve  and 
served  on  active  duty7  from  1953-1955.  Married  to  the  former  Beverly 
Jane  Winfiele,  he  is  the  father  of  three  children. 


john  h.  McCulloch,  m.d. 


Dr.  McCulloch  was  bom  and 
raised  in  Evanston,  Illinois  and 
went  to  Pomona  College  where 
he  graduated  with  a B.  A.  Degree 
in  Zoology7  in  1962.  He  attended 
the  LTniversity7  of  Illinois  Medical 
School  in  Chicago.  Internship 
and  a Surgical  Residency  were 
taken  at  the  Cook  County  Hospi- 
tal in  Chicago  after  which  he  took 
an  NIH  Post  Doctoral  Fellow- 
ship in  Surgical  Oncology7  under 
the  tutelage  of  Dr.  T.  K.  Das 
Gupta  at  the  University  of  Il- 
linois. 

Dr.  McCulloch  then  served 
two  years  in  the  Air  Force  at  the 
Wilford  Hall  USAF  Medical  Center  in  San  Antonio,  Texas.  He  joined 
the  Wallace  Wilson  Brailsford  Clinic  in  Spartanburg,  South  Carolina 
in  1974,  and  has  practiced  Surgical  Oncology7  with  that  group  to  the 
present  time. 
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He  is  a Fellow  of  the  American  College  of  Surgeons  and  was 
certified  by  the  American  Board  of  Surgery  in  1973.  He  is  licensed  to 
practice  in  Illinois,  Texas  and  South  Carolina.  While  in  the  Air  Force 
he  participated  in  the  Cooperative  Breast  Cancer  Group  and  in  Spar- 
tanburg he  has  worked  with  the  Piedmont  Oncology  Association.  Dr. 
McCulloch  is  a member  of  the  American  Society  of  Parenteral  and 
Enteral  Nutrition,  the  American  Society  of  Preventive  Oncology  and 
the  American  Society  of  Clinical  Oncology. 


AFTERNOON  SESSION 


S.  C.  Academy  of  Family  Practice  / South 
Carolina  Medical  Association 


Center  Ballroom 


GERIATRICS 


1:30  p.m. 


2:15  p.m. 
2:20  p.m. 


3:05  p.m. 
3:10  p.m. 
3:40  p.m. 


4:25  p.m. 
4:30  p.m. 


5:15  p.m. 
5:20  p.m. 


The  Doctor’s  Role  in  Care  of  the  Geriat- 
ric Patient 

Dr.  Eugene  Stead,  Emeritus  Professor  of 
Medicine,  Duke  University,  Durham, 
North  Carolina 
Question  and  Answer  Session 
The  Acute  Abdomen  in  the  Older  Patient 
Dr.  Talmadge  Bowden,  Associate  Profes- 
sor of  Surgery,  Medical  College  of  Geor- 
gia, Augusta,  Georgia 
Question  and  Answer  Session 
Intermission 

Common  Infectious  Disease  Problems  in 
the  Elderly  Patient 

Dr.  John  E.  Fisher,  Assistant  Professor  of 
Medicine,  Infectious  Diseases,  Medical 
College  of  Georgia,  Augusta,  Georgia 
Question  and  Answer  Session 
GI  Bleeding  in  the  Older  Patient 
Dr.  Talmadge  Bowden,  Associate  Profes- 
sor of  Surgery,  Medical  College  of  Geor- 
gia, Augusta,  Georgia 
Question  and  Answer  Session 
Adjournment 


As  an  organization  accredited  for  continuing  medical  educa- 
tion, the  South  Carolina  Medical  Association  designates  this 
continuing  medical  activity  as  meeting  the  criteria  for  hour- 
for-hour  Category  I credits  of  the  Physicians’  Recognition 
Award  of  the  American  Medical  Association.  AAFP  Pre- 
scribed Credits  applied  for. 


Suite  A 

1:30-  Cardiovascular  Self-Evaluation 

5:30  p.m.  Sponsored  by  Roche  Laboratories 


JAMES  D.  BEARDEN,  III,  M.D. 


Dr.  Bearden  is  a native  South 
Carolinian,  from  Newberry.  He 
received  his  undergraduate  de- 
gree from  The  Citadel,  and  his 
medical  education  at  the  Medi- 
cal University  of  South  Carolina. 
He  served  his  internship  and  res- 
idency at  Keesler  Medical 
Center  in  Biloxi,  Mississippi, 
and  received  a fellowship  in 
Hematology-Oncology  at  Wil- 
ford  Hall  USAF  Medical  Center, 
Lackland  Air  Force  Base,  Texas. 

He  is  board  certified  by  the 
American  Board  of  Internal 
Medicine,  and  the  ABIM  Sub- 
specialty Board  of  Medical  On- 
cology. Dr.  Bearden  is  a member  of  numerous  professional  and  ser- 
vice organizations,  and  has  an  extensive  publication  and  presentation 
list. 

Married  to  the  former  Rebecca  Graves,  he  is  the  father  of  two  sons 
and  one  daughter.  Dr.  Bearden  is  presently  Associate  Professor  of 
Medicine  at  the  Medical  University  of  South  Carolina. 

HAROLD  RAWLING  PRATT-THOMAS, 
M.D. 

Dr.  Pratt-Thomas  was  bom  in 
Barnsley,  Yorkshire,  England. 

He  received  his  A.B.  Degree 
from  Davidson  College  and  his 
M.D.  Degree  from  the  Medical 
University  of  South  Carolina 
(then  the  Medical  College  of 
S.  C.).  He  completed  his  intern- 
ship and  residency  at  Cincinnati 
General  Hospital,  Cincinnati, 

Ohio. 

Dr.  Pratt-Thomas  joined  the 
faculty  of  the  Medical  College  of 
S.  C.  (MUSC)  in  1940  as  an  As- 
sociate in  Pathology.  During  his 
tenure  there  he  has  served  both 
as  Dean  of  the  School  of 
Medicine  and  President.  He  is  presendy  Professor  and  Chairman  of 
the  Department  of  Pathology  and  is  also  a consultant  in  Pathology  at 
the  Charleston  Naval  Hospital  and  the  Veterans  Administration  Hos- 
pital in  Charleston. 

Dr.  Pratt-Thomas  is  certified  by  the  American  Board  of  Pathology 
and  is  the  recipient  of  several  honors  and  awards.  He  is  the  author  of  a 
large  number  of  publications. 

He  is  married  to  the  former  Mary  Douglas  and  is  the  father  of  four 
children. 

CAROLYN  RUTH  BLACK  FERREE,  M.D. 


Dr.  Ferree  is  a native  of  Lib- 
erty, North  Carolina  and  re- 
ceived her  undergraduate  edu- 
cation at  the  University  of  North 
Carolina.  She  completed  her 
medical  education  at  the  Bow- 
man Gray  School  of  Medicine  in 
Winston-Salem,  North  Carolina, 
afterwards  serving  her  intern- 
ship and  residency  at  the  North 
Carolina  Baptist  Hospital  in 
Winston-Salem,  North  Carolina. 

Dr.  Ferree  is  a member  of 
numerous  professional  and  civic 
organizations.  She  is  the  recipi- 
ent of  an  American  Cancer  Soci- 
ety Fellowship,  the  Junior  Fac- 
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ulty  Clinical  Fellowship  of  the  American  Cancer  Society,  and  the  Phi 
Beta  Psi  Sorority  Award  of  the  American  Cancer  Society.  She  has 
made  several  scientific  presentations  and  has  authored  a number  of 
articles. 

Dr.  Ferree  is  presently  Assistant  Professor  in  Radiation  Therapy  at 
the  Bowman  Gray  School  of  Medicine. 


PAUL  H.  O’BRIEN,  M.D. 

Dr.  Paul  H.  O’Brien  graduat- 
ed from  Northwestern  Univer- 
sity Medical  School,  interned  at 
Northwestern  University  Hospi- 
tals, and  subsequently  served 
two  years  with  the  Seventh 
Army  in  Germany.  He  then 
completed  a five-year  Surgical 
Residency  at  Cook  County  Hos- 
pital in  Chicago;  followed  by  a 
three-year  Senior  Fellowship  in 
the  Study  of  Cancer  at  Memorial 
Sloan  Kettering  Institute  in  New 
York.  During  this  period  of  time, 
he  was  a Senior  Clinical  Fellow 
of  the  United  States  Public 
Health  Service. 

Dr.  O’Brien  then  returned  to  Northwestern,  where  he  worked  in 
the  Department  of  Surgery  as  Section  Chief  on  Surgical  Oncology, 
and  where  he  received  a Senior  Clinical  Fellowship  of  the  American 
Cancer  Society  and  a Career  Development  Award  from  the  Schweppe 
Foundation. 

He  was  recruited  by  the  Medical  University  of  South  Carolina  in 
1970.  From  1974  through  part  of  1979,  Dr.  O’Brien  served  as  Ameri- 
can Cancer  Society  Professor  of  Clinical  Oncology,  one  of  six  such 
surgeons  at  that  time  so  recognized  by  the  American  Cancer  Society. 
Dr.  O’Brien  is  Professor  of  Surgery  in  the  Department  of  Surgery  at 
the  Medical  University  of  South  Carolina.  He  has  published  more 
than  60  scientific  papers  in  various  journals  including  eight  chapters 
on  various  problems  in  Oncology  in  popularly  used  textbooks. 


GEORGE  P.  SARTIANO,  M.D. 


Dr.  Sartiano  is  a Magna  Cum 
Laude  graduate  of  Brooklyn  Col- 
lege of  City  University  of  New 
York.  He  received  his  M.D.  De- 
gree from  the  New  York  Univer- 
sity School  of  Medicine  and 
served  a rotating  internship  at 
Brooklyn  Jewish  Hospital.  He 
completed  his  residency  at  New 
York  Veterans  Administration 
Hospital. 

His  postgraduate  training  in- 
cludes Clinical  Research  Trainee 
in  Hematology  from  Memorial 
Hospital  (Cornell  II),  a Research 
Fellow  at  Sloan-Kettering  Insti- 
tute, a Chemotherapy  Fellow  at 
New  York  Hospital,  Cornell  Medical  Center,  as  well  as  Fellow  in 
Hematology  at  the  same  institution. 

Dr.  Sartiano  is  presently  Professor  of  Medicine  and  Director  of  the 
Division  of  Hematology  and  Oncology  at  the  University  of  South 
Carolina  School  of  Medicine.  He  has  been  on  the  faculties  at  the 
University  of  Pittsburgh  School  of  Medicine,  Western  Pennsylvania 
Regional  Medical  Program  and  New  York  Hospital,  Cornell  Medical 
Center. 

Dr.  Sartiano  has  served  with  the  United  States  Army  Medical 
Corps,  stationed  at  Fort  Campbell,  Kentucky.  He  is  married  and  the 
father  of  three  children. 


SATURDAY,  MAY  3,  1980 

MORNING  SESSION 
General  Session 


Charles  T.  Fitts,  M.D.,  Chairman 
SCMA  Scientific  Program  Committee,  Presiding 


Theme: 
8:30- 
9:10  a.m. 


9:10- 
9:30  a.m. 


9:30- 
9:50  a.m. 


9:50- 

10:10  a.m. 
10:10- 
10:30  a.m. 


10:30- 
10:50  a.m. 


10:50- 
11:10  a.m. 


11:10- 
11:30  a.m. 


“Cardiovascular  Disease” 

Myocardial  Infarction  Survivors:  Evalu- 
ation and  Management 

O’Neal  Humphries,  M.D.,  Professor  and 
Chairman,  Department  of  Medicine, 
USC  School  of  Medicine,  Columbia, 
South  Carolina 

Treatment  of  Cardiac  Arrhythmias 

David  Propert,  M.D.,  Professor  of  Medi- 
cine, Director,  Division  of  Cardiology, 
USC  School  of  Medicine,  Columbia, 
South  Carolina 

Surgical  Treatment  of  Ischemic  Heart 
Disease 

John  P.  Sutton,  M.D.,  Cardiovascular 
Surgeon,  Columbia,  South  Carolina 
Intermission  to  Visit  Exhibits/ 

Coffee  Break 

Normal  Heart  Murmurs  in  Young 
People 

Arno  Hohn,  M.D.,  Professor  of  Pediat- 
rics, Medical  University  of  South  Caro- 
lina, Charleston,  South  Carolina 

The  Role  of  Echocardiography  in  the 
Management  of  Patients  with  Cardiac 
Disease 

Bruce  Usher,  M.D.,  Associate  Professor 
of  Medicine,  Cardiovascular  Division, 
Medical  University  of  South  Carolina, 
Charleston,  South  Carolina 
Exercise  Testing:  Update  1980 
Frederic  Jones,  M.D.,  Clinical  Associate 
Professor  of  Family  Practice,  Anderson 
Memorial  Hospital,  Anderson,  South 
Carolina 

Anginal  Syndrome 

Peter  Gazes,  M.D.,  Professor  of  Medi- 
cine, Director  of  Cardiovascular  Divi- 
sion, Medical  University  of  South 
Carolina,  Charleston,  South  Carolina 
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J.  O’NEAL  HUMPHRIES,  M.D. 

Dr.  Humphries  is  a Columbia, 
South  Carolina  native  who  re- 
ceived his  undergraduate  educa- 
tion at  Duke  University  in 
Durham,  North  Carolina,  and 
his  M.D.  Degree  from  Johns 
Hopkins  University  School  of 
Medicine.  He  had  internship 
and  residency  training  at  Johns 
Hopkins  and  at  the  University  of 
London,  St.  George’s  Hospital, 
London,  England.  He  returned 
to  South  Carolina  from  a position 
as  Professor  of  Medicine  at  Johns 
Hopkins. 

Dr.  Humphries  is  licensed  to 
practice  in  both  Maryland  and 
South  Carolina,  and  is  certified  by  the  American  Board  of  Internal 
Medicine  with  a cardiovascular  subspecialty.  He  is  a Fellow  in  the 
American  College  of  Physicians  and  the  American  College  of  Cardiol- 
ogy, in  addition  to  holding  membership  in  numerous  other  civic  and 
professional  organizations.  He  has  been  Editor  or  a member  of  the 
Editorial  Board  of  a number  of  prestigious  publications. 

Married  to  the  former  Mary  Cregan,  he  is  the  father  of  three 
children.  His  present  position  is  Professor  and  Chairman,  Depart- 
ment of  Medicine,  University  of  South  Carolina  School  of  Medicine  in 
Columbia. 

DAVID  B.  PROPERT,  M.D. 

Dr.  Propert  was  born  in 
Philadelphia,  Pennsylvania  and 
received  a B.S.  Degree  in 
Chemistry  from  the  University 
of  Richmond.  He  completed  his 
medical  education  at  Jefferson 
Medical  College  in  Philadelphia. 

Dr.  Propert  has  served  as  a 
Lieutenant  Commander  in  the 
United  States  Navy  and  is  pre- 
sently a member  of  the  U.  S. 

Naval  Reserve. 

He  received  post-doctoral 
training  at  the  V.  A.  Hospital  in 
Richmond  and  Washington 
Hospital  Center  in  Washington, 

D.  C.  Dr.  Propert  has  held  sev- 
eral academic  appointments  and  is  presently  serving  as  Professor  of 
Medicine,  and  Director  of  Cardiology  Division  at  the  University  of 
South  Carolina  School  of  Medicine  in  Columbia.  He  holds  member- 
ship in  a number  of  scientific,  honorary  and  professional  societies,  and 
is  active  in  community  organizations  as  well.  He  has  authored  several 
publications,  has  others  in  press,  and  has  made  a number  of  scientific 
presentations. 

He  is  the  father  of  one  son,  and  a daughter. 

JOHN  P.  SUTTON,  M.D. 

Dr.  Sutton  was  born  in 
Greenville,  South  Carolina.  He 
received  his  undergraduate  edu- 
cation at  Furman  University  in 
Greenville,  and  his  M.D.  De- 
gree from  the  Medical  College  of 
South  Carolina,  with  the  distinc- 
tion of  First  Honor  Graduate. 
His  Internship  and  Residencies 
were  spent  at  Vanderbilt  Uni- 
versity Hospital  and  the  Medical 
College  of  South  Carolina. 

He  has  held  academic  ap- 
pointments at  Vanderbilt  Uni- 
versity School  of  Medicine  and  at 
the  Medical  University  of  South 
Carolina.  He  is  presently  prac- 


ticing cardiovascular  surgery  in  Columbia,  South  Carolina,  and  is  a 
Clinical  Associate  Professor  of  Surgery  at  the  University  of  South 
Carolina  School  of  Medicine  in  Columbia. 

Dr.  Sutton  is  a Fellow  in  the  American  College  of  Cardiology,  the 
American  College  of  Surgeons,  and  the  American  College  of  Chest 
Physicians.  A member  of  numerous  professional  societies,  and  the 
author  of  extensive  publications,  Dr.  Sutton  is  married  to  the  former 
Mary  Brailsford  Lacey  and  the  father  of  one  son. 

ARNO  R.  HOHN,  M.D. 

Dr.  Hohn  was  bom  in  Pater- 
son, New  Jersey,  is  married  and 
the  father  of  two  children. 

He  received  his  under- 
graduate education  at  Rutgers 
University  in  New  Brunswick, 

New  Jersey,  and  his  medical 
education  at  New  York  Medical 
College  in  New  York  City,  fol- 
lowed by  internship  at  Roosevelt 
Hospital  in  New  York  City  and 
residencies  in  Pediatrics  and 
Pediatric  Oncology  at  Buffalo 
Children’s  Hospital. 

His  honors  include  Phi  Beta 
Kappa  at  Rutgers,  the  Contin 
Society  for  Outstanding  Scholas- 
tic Achievements  at  New  York  Medical  School,  Faculty  Member  of 
Alpha  Omega  Alpha  Honor  Society,  and  the  Mitchell  T.  Rubin  Facul- 
ty Award  as  Outstanding  Teacher. 

He  is  a member  and  officer  of  numerous  organizations,  and  has  an 
extensive  publication  list. 

Dr.  Hohn  is  presently  Professor  of  Pediatrics  at  the  Medical  Uni- 
versity of  South  Carolina,  and  Director  of  the  Division  of  Pediatric 
Cardiology. 

BRUCE  W.  USHER,  M.D. 

Dr.  Usher  is  presently  As- 
sociate Professor  of  Medicine 
and  Acting  Associate  Director  of 
the  Cardiovascular  Division  at 
the  Medical  University  of  South 
Carolina. 

He  received  his  B.S.  Degree 
from  Davidson  College  and  his 
M.D.  Degree  from  the  Medical 
University  of  South  Carolina. 
His  postgraduate  training  in- 
cludes Internship  at  Madigan 
General  Hospital,  Fort  Lewis, 
Washington,  and  Internal 
Medicine  Residency  and  Car- 
diology Fellowship  at  Brooke 
General  Hospital,  Fort  Sam 

Houston,  Texas. 

During  his  military  service,  he  received  the  Army  Commendation 
Medal,  the  Bronze  Star,  and  the  Bronze  Star  with  First  Oak  Leaf 
Cluster. 

Dr.  Usher  has  authored  several  publications,  has  presented 
numerous  papers,  and  is  in  demand  as  an  invited  speaker. 

His  past  positions  include  Chief  of  Cardiology  at  Fort  Gordon  Army 
Hospital  and  Visiting  Professor,  William  Beaumont  Army  Hospital. 
He  is  presently  also  a Consultant  at  the  Florence  Pee  Dee  Heart 
Clinic. 

He  is  married  and  the  father  of  three  sons. 


BE  SURE  TO  VISIT 
EXHIBIT  HALL 
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FREDERIC  GORDON  JONES,  M.D. 
F.A.C.P.,  F.A.C.C. 

Dr.  Jones  is  originally  from 
Coral  Gables,  Florida.  He  re- 
ceived his  B.S.  Degree  from  the 
University  of  Georgia  in  1955. 

He  received  his  M.D.  Degree  at 
the  Medical  College  of  Georgia, 
and  interned  at  the  Medical  Col- 
lege of  Georgia  Hospitals.  He 
completed  his  residency  in  In- 
ternal Medicine  at  Grady 
Memorial  Hospital  in  Atlanta, 
and  had  additional  training  as  a 
Fellow  in  Cardiology  at  Emory 
University  School  of  Medicine 
and  at  Wilford-Hall  USAF  Med- 
ical Center,  Lackland  Air  Force 
Base,  Texas. 

Dr.  Jones  is  a Diplomate,  American  Board  of  Internal  Medicine, 
and  is  certified  in  the  subspecialty  of  Cardiovascular  Disease.  He  is  a 
Fellow  in  the  American  College  of  Physicians  and  the  American 
College  of  Cardiology. 

He  is  a member  of  any  number  of  professional  societies  and  has  to 
his  credit  an  extensive  list  of  publications  and  presentations. 

Dr.  Jones  is  married  to  the  former  Lynn  Peterson  of  Greenwood, 
South  Carolina,  and  has  three  children.  He  is  presently  Clinical 
Associate  Professor  of  Family  Practice  and  Executive  Vice 
President/ Medical  -Affairs  at  Anderson  Memorial  Hospital. 

PETER  C.  GAZES,  M.D. 


AFTERNOON  SESSIONS 
SCMA  Medical  Aspects  of  Sports  Committee 
West  Suite  R 

2:00  p.m.  Symposium  on  Medical  Aspects  of  Sports 

Speakers: 

David  Huffstetler,  University  of  S.  C. 
Athletic  Department 

William  A.  Liebler,  M.D.,  Team  Physi- 
cian, New  York  Rangers  and  New  York 
City  Ballet 

Fred  Hoover,  Clemson  University  Ath- 
letic Department 

William  E.  Evins,  M.D.,  Orthopedic 
Surgeon,  Greenville,  S.  C. 

Edward  E.  Kimbrough,  M.D.,  Orthope- 
dic Surgeon,  Columbia,  S.  C. 

fames  Nichols,  M.D.,  Orthopedic  Sur- 
geon, Phoenix,  Arizona 

Peter  Gazes,  NED.,  Medical  University 
of  South  Carolina 

Emmett  Lunceford,  NED.,  Orthopedic- 
Surgeon,  Columbia,  S.  C. 

Nlason  Ahern,  NED.,  Orthopedic  Sur- 
geon, Orangeburg,  S.  C. 


Dr.  Gazes  was  born  in  St. 
Matthews,  South  Carolina.  He 
received  his  B.S.  Degree  from 
the  College  of  Charleston,  and 
his  M.D.  Degree  from  the  Med- 
ical University  of  South  Caro- 
lina. His  post  graduate  training 
included  internship  at  Jersey 
City  Medical  Center,  residency 
at  Philadelphia  General  Hospi- 
tal, a cardiology  research  fellow- 
ship at  Philadelphia  General 
Hospital,  and  a teaching  fellow- 
ship in  Cardiology  and  Phar- 
macology at  MUSC. 

Dr.  Gazes  served  as  a Lt. , j.g. 
in  the  Medical  Corps  of  the 
United  States  Navy  in  1945  and  1946.  He  has  held  the  office  of 
Governor  for  South  Carolina  in  the  American  College  of  Cardiology7, 
and  has  served  as  both  Vice  President  and  President  of  the  South 
Carolina  Heart  Association. 

The  recipient  of  an  impressive  list  of  honors,  he  has  also  authored  a 
large  number  of  publications. 

Dr.  Gazes  is  married  to  the  former  Athena  Critikos,  and  has  three 
daughters. 

He  is  presently  Director  of  the  Cardiovascular  Division  at  the 
Medical  University  of  South  Carolina. 


SCMA  Committee  on  Perinatal 
and  Maternal  Health 

Suite  C 

2:00  p.m.  Premature  Labor  Update 

Major  Alexander  R.  Smythe,  NIedical 
Corps,  LTnited  States  Army 


S.  C.  Chapter,  American  College  of  Emergency 
Physicians 
Parlours  3 and  4 
2:00  p.m.  Forensic  Medicine 

Topics  and  Speakers  To  Be  Announced 
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Morris  E.  Chafetz,  M.D., 

Founding  Director  of  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism, 
is  pleased  to  announce 
the  opening  of  a private 
residential  alcoholism  treatment  facility 
in  Charleston,  South  Carolina. 


John  H.  Magill,  Executive  Director.  Layton  McCurdy  M.D.,  Medical  Director.  Phone  803-559-2461 


SOUTH  CAROLINA 
DERMATOLOGICAL  ASSOCIATION 


ANNUAL  MEETING  AND  SCIENTIFIC  PROGRAM* 
MAY  2-4,  1980  — MYRTLE  REACH  HILTON 


FRIDAY,  MAY  2 


7:30  - 6:30  Registration  Exhibit  Hall 


SATURDAY,  MAY  3 

Suite  A 


7:30  - 5:00 
9:00  - 9:05 

9:05  - 10:05 


10:05  - 10:30 
10:30 


Registration  Exhibit  Hall 

Welcome  — John  T.  Latham,  M.D., 

President 

Epidermal-Dermal  Interaction  in  Normal 
and  Diseased  Skin  — Robert  A. 
Briggaman,  M.D. 

History  of  Dermatology  in  South  Carolina 
— Richard  J.  Allison,  M.D. 

Moh’s  Chemosurgery  and  its  Variants  in 
the  Treatment  of  Skin  Cancer  — Richard 
G.  Bennett,  M.D. 


SUNDAY,  MAY  4 


9:00  - 10:00 


10:00  - 11:00 


11:00 


Epidermolysis  Bullosa  and  other  Bullous 
Diseases  of  Childhood  — Robert  A. 
Briggaman,  M.D. 

Techniques  of  Cutaneous  Surgery  — 
Richard  G.  Bennett,  M.D. 
Dermatological  Problems  and  Interesting 
Cases  — Drs.  Briggaman  and  Bennett 


FACULTY 

Robert  A.  Briggaman,  M.D.  Richard  G.  Bennett,  M.D. 

Professor  of  Dermatology,  Assistant  Professor  of  Dermatology, 

University  of  N.  C.  School  of  Medicine,  Chief  of  Chemosurgery,  Emory  School 

Chapel  Hill,  North  Carolina  of  Medicine,  Atlanta,  Georgia 

Richard  J.  Allison,  M.D. 

Associate  Professor  of  Medicine, 

Director,  Division  of  Dermatology, 

USC  School  of  Medicine,  Columbia,  S.  C. 


* As  an  organization  accredited  for  continuing  medical  education,  the  South  Carolina  Medical  Association  designates  this 
continuing  medical  activity  as  meeting  the  criteria  for  5 credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

APPROVED  FOR  5 HOURS  CREDIT  IN  CATEGORY  1 RY  THE  AMERICAN  ACADEMY  OF  DERMATOLOGY 
CO-SPONSORED  BY  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


April,  1980 
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S.  C.  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS 

AND 

S.  C.  PEDIATRIC  SOCIETY  SPRING  MEETING* 

SATURDAY,  MAY  3,  1980 

MYRTLE  BEACH  HILTON,  MYRTLE  BEACH,  SOUTH  CAROLINA 


8:00  a.m. 
9:00  a.m. 

9:45  a.m. 

10:15  a.m. 
10:30  a.m. 

11:15  a.m. 

12:45  p.m. 


Business  Meeting 

Pneumonococcal  Disease:  Overview  Including  the  Status  of  a Vaccine  and  Review  of 
“Walk  in  Sepcis”  — Barbara  Steehenberg,  M.D.,  Charleston,  South  Carolina 
Behavioral  Side  Effects  of  Medicine  in  Pediatric  Practice 
Richard  Harding,  M.D.,  Columbia,  South  Carolina 
Coffee-Danish  Break 

Overview  of  Medical  Genetics  in  the  1980  s 
G.  S.  Pai,  M.D.,  Charleston,  South  Carolina 

Meconium  Aspiration  Syndrome:  A Potentially  Preventable  Disease 
James  Rawlings,  M.D.,  Florence,  South  Carolina 

Lunch  and  Executive  Committee  Meeting,  S.  C.  American  Academy  of  Pediatrics  and 
South  Carolina  Pediatric  Society 


* As  an  organization  accredited  for  continuing  medical  education,  the  South  Carolina  Medical  Association  designates  this 
continuing  medical  activity  as  meeting  the  criteria  for  hour-for-hour  Category  I credits  of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  Application  has  been  made  for  PREP  credits. 


MEDICINE  OR  BUSINESS? 


If  you’re  like  most  physicians,  you’re  spending 
more  hours  working  each  month  before  the  dollars 
you  earn  are  your  own.  Just  about  everything  you 
need  to  practice  medicine  is  increasing  in  cost  at 
an  alarming  rate. 

If  you  feel  you’re  practicing  business  instead  of 
medicine,  why  not  consider  an  alternative?  Medi- 
cine can  still  be  a great  way  of  life  — with  reason- 
able hours,  opportunities  for  specialization,  and 
emphasis  on  patient  care  instead  of  paperwork. 

Air  Force  medicine  may  be  an  exciting  alternative 
for  your  future. 

We  would  like  to  tell  you  more  — about  the  30 
days  of  paid  vacation  each  year,  about  our  op- 
portunities for  specialization,  and  our  excellent 
compensation  package.  Contact  USAF  Health  Pro- 
fessions Recruiter,  Box  27566,  Raleigh,  N.C.  27611. 
Call  collect  (919)  755-4134. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


370E039 
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REPORT  OF  THE  SECRETARY 


As  your  Secretary  of  the  South  Carolina  Medi- 
cal Association,  I have  attended  all  Council  and 
Executive  Committee  meetings  during  this  past 
year.  As  a member  of  the  Executive  Committee, 
I have  acted  in  liaison  with  numerous  other  or- 
ganizations in  South  Carolina,  such  as  the  attor- 
neys, Blue  Cross  and  Blue  Shield,  nurses,  the 
South  Carolina  Department  of  Social  Services, 
the  South  Carolina  Hospital  Association,  and 
others. 

As  one  of  your  state  officers,  I would  report 
that  your  state  association  is  in  excellent  condi- 
tion. The  South  Carolina  Medical  Association 
continues  to  gain  the  respect  of  the  Legislature 
and  other  organizations  within  the  state.  Much  of 
the  credit  for  this  is  due  to  the  excellence  of  our 
recent  Presidents  and  Chairmen  of  Council, 
along  with  an  excellent  staff  in  our  home  office  in 
Columbia.  Of  the  many  organizations  I have 


been  involved  with  in  recent  years,  none  have 
had  a staff  comparable  to  your  SCMA  staff.  Your 
dues  have  been  well  spent  in  hiring  our  SCMA 
employees.  Their  energy,  ability  and  loyalty'  to 
our  profession  is  to  be  commended. 

The  details  of  membership  will  be  presented 
to  the  House  of  Delegates  and  will  be  included  in 
my  report  to  that  body.  However,  while  our 
membership  is  increasing  yearly,  it  stays  fairly 
constant  in  percentage  of  physicians  in  South 
Carolina.  It  behooves  us  all  to  work  towards  hav- 
ing all  physicians  in  South  Carolina  to  belong  to 
SCMA.  This  is  best  accomplished  on  the  local 
level,  and  I would  urge  you  all  to  work  on  this. 

Bespectfully  submitted, 

William  H.  Hunter,  M.D. 

Secretary 

South  Carolina  Medical  Association 


REPORT  OF  THE  EDITOR  OF  THE  JOURNAL 


I wish  to  thank  the  SCMA  and  its  officers  for 
the  privilege  of  serving  as  Editor  of  The  Journal. 

A benefit  of  serving  in  this  position  is  the  sense 
of  the  history  of  our  association  which  one  gains.  I 
have  attempted  to  share  some  perspectives  on 
our  annual  meeting  in  an  editorial  in  this  issue. 
The  Journal  began  in  a progressive  spirit  around 
the  turn  of  the  century,  through  which  the 
SCMA  fostered  scientific  medicine  in  South 
Carolina. 

In  last  year’s  report,  the  question  of  continued 
viability  of  state  medical  journals  was  again 
raised.  Financial  pressures  continue.  For  the 
period  July  1978  through  June  1979,  our  income 
(advertising  and  subscriptions)  was  $17,139  and 


our  expenses  (nearly  all  of  them  being  direct 
printing  costs)  were  $32,158.58. 

We  have  continued  to  emphasize  articles  of 
general  medical  interest,  including  special 
“symposium”  issues.  We  continue  to  discourage 
highly  specialized  articles  which  would  be  better 
suited  for  specialty  and  subspecialty  journals. 
We  continue  to  encourage  articles  by  practicing 
physicians,  and  we  hope  that  the  award  offered 
by  the  Thomas  A.  Roe  Foundation  will  serve  as 
an  impetus  for  these  efforts.  It  is  a pleasure  to 
report  that  both  the  supply  and  the  quality  of 
submitted  manuscripts  continue  to  increase. 

Respectfully  submitted, 
Charles  S.  Bryan,  M.D. 


April,  1980 
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REPORTS  OF  COUNCILORS 


FIRST  DISTRICT 

Allow  me  to  express  my  sincere  thanks  for 
being  able  to  serve  as  your  councilor  for  the  First 
District,  Charleston  County  Division.  It  has 
been  a good  year.  Your  officers  continue  their 
work  for  the  medical  profession  of  the  state  of 
South  Carolina.  Recent  attention  has  concen- 
trated on  upgrading  the  personal  health  as  well  as 
the  professional  liability  insurance  coverage  for 
physicians  in  our  state. 

The  Charleston  County  Medical  Society  has 
been  very  active  monitoring  the  meetings  of  the 
Palmetto  Low  Country  HSA.  The  County  Soci- 
ety has  employed  the  services  of  Mr.  Robert 
Quinn  to  help  digest  the  data  generated  by  this 
HSA.  Attempts  are  being  made  to  bring  to  public 
awareness  the  inflated  costs  of  running  the  HEW 
funded  “Comprehensive”  Health  Care  Center 
versus  the  lower  costs  generated  by  private 
medicine.  We  have  encountered  a certain  de- 
gree of  reticence  on  the  part  of  our  local  news 
media  in  our  effort  to  distribute  this  information 
to  the  public. 

I look  forward  to  serving  you  again  this  new 
year  and  hope  to  see  a good  turnout  from 
Charleston  County  at  the  upcoming  annual 
meeting  in  Myrtle  Reach. 

Thank  you  for  your  courteous  attention. 

Respectfully  submitted, 
Bartolo  M.  Barone,  M.D. 
Councilor,  First  District 

SECOND  DISTRICT 

It  has  again  been  my  pleasure  to  serve  as  the 
second  Councilor  from  the  Second  District  dur- 
ing the  past  year. 

I have  been  in  attendance  at  all  Council  meet- 
ings during  the  year,  and  have  enjoyed  atten- 
dance at  all  of  the  Aiken  County  Medical  Society 
meetings.  In  addition,  I attended  the  1979  Lead- 
ership Conference  at  Hilton  Head  Island  last 
November.  I hope  that  what  input  I have  been 
able  to  give  at  these  meetings  has  been  of  value. 

Although  I have  been  invited  to  other  local 
society  meetings  in  the  District,  I have  not  been 
able  to  attend  due  to  prior  commitments. 
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There  have  been  no  significant  problems 
within  the  Second  District  which  have  required 
my  special  attention. 

Respectfully  submitted, 
Kenneth  N.  Owens,  M.D. 
Councilor,  Second  District 


THIRD  DISTRICT 

The  Third  District  has  had  a rather  quiet  year, 
with  no  major  concerns  in  the  District  other  than 
those  which  are  of  concern  to  the  Association  at 
large.  The  highlight  of  events  has  been  the  visits 
by  President  Harrison  L.  Peeples,  M.D.,  to 
Abbeville,  Laurens  and  Newberry  County  Soci- 
eties. 

The  Third  District  also  meets  two  or  three 
times  a year  as  a group,  and  this  is  a meeting 
which  includes  wives.  It  is  always  enjoyed  by  all, 
and  helps  to  maintain  a feeling  of  closeness  and 
comradeship  between  all  societies  within  the 
District. 

Greenwood  County  Medical  Society,  in 
January,  as  has  been  its  policy  for  the  past  three 
years,  entertained  all  of  the  legislators  in  the 
Third  District  and  their  wives  at  a buffet  dinner 
at  the  Gatewood  Club  in  Greenwood.  This  has 
been  a function  which  has  been  well  received  by 
the  legislative  delegations  of  the  various  counties 
within  the  Third  District,  and  they  look  forward 
to  it  annually. 

As  Councilor  for  the  Third  District,  I have 
attended  all  of  the  Council  meetings,  as  well  as 
the  1979  Leadership  Conference  in  November  at 
Hilton  Head  Island.  I am  pleased  to  report  that 
the  new  Commission /Committee  structure  for 
doing  business  in  the  SCMA  seems  to  be  getting 
off  the  ground  and  appears  to  hold  promise  of 
greater  efficiency  and  accomplishment. 

It  has  been  a pleasure  to  serve  as  Councilor 
from  the  Third  District  again  this  past  year. 

Respectfully  submitted, 

E.  Mims  Mobley,  Jr.,  M.D. 
Councilor,  Third  District 
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FOURTH  DISTRICT 


SIXTH  DISTRICT 


I have  attended  all  Council  meetings  this  year, 
and  most  of  the  Anderson  County  Medical  Soci- 
ety meetings.  I was  particularly  involved  in  the 
meeting  to  which  SCMA  officers  came  to  tell  the 
SCMA  story  by  slide  presentation  and  questions 
and  answers.  It  is  a pleasure  to  report  that  the 
Anderson  County  Medical  Society  has,  over  the 
past  year,  become  more  active  and  involved  in 
statewide  medical  affairs. 

I attended  the  1979  Leadership  Conference  at 
Hilton  Head  Island,  and  plan  to  be  present  at  the 
1980  SCMA  Annual  Meeting  for  which  this  re- 
port is  being  prepared. 

I have  been  active  in  my  District  in  encourag- 
ing more  physician  involvement  in  the  political 
process  on  a local,  state,  and  national  level.  Also, 
a good  portion  of  my  time  has  been  spent  as  an 
active  Board  Member  of  the  South  Carolina  De- 
partment of  Health  and  Environmental  Control. 

There  have  been  no  particular  problems  in  my 
District  of  which  I am  aware. 

Respectfully  submitted, 

Leonard  W.  Douglas,  M.D. 
Councilor,  Fourth  District 


As  Councilor  from  the  Sixth  District,  I have 
attended  all  meetings  of  Council,  with  one  ex- 
ception due  to  illness  in  the  family. 

I have  met  with  the  Florence,  Horry,  Marion 
and  Marlboro  County  Medical  Societies,  and 
have  been  in  contact  with  most  of  the  others  in 
this  District. 

I have  enjoyed  serving  as  Councilor  for  the 
Sixth  District,  and  look  forward  to  the  opportuni- 
ty of  continuing  to  serve. 

Respectfully  submitted, 

James  S.  Garner,  Jr.,  M.D. 
Councilor,  Sixth  District 


REPORT  OF  COMMISSION  ON  SCIENTIFIC 
ACTIVITIES  AND  MEDICAL  EDUCATION 


The  Committees  included  under  the  Commis- 
sion on  Scientific  Activities  and  Medical  Educa- 
tion are:  Committee  on  Continuing  Medical 
Education,  Committee  on  State  Meeting  Plan- 
ning, Laboratory  Quality  Control  Committee, 
Scientific  Program  Committee,  Emergency 
Medical  Services  Committee,  and  Committee  on 
the  Medical  Aspects  of  Sports. 

We  are  pleased  to  report  that  the  recently 
established  Commission/ Committee  structure  is 
working  as  far  as  this  Commission  is  concerned. 
We  have  held  two  conference  calls  to  receive 
reports  from  our  Committees,  and  coordinate 
our  activities.  These  reports  have  been  pre- 
sented to  Council  in  concise  form,  which  has 
relieved  Council  of  the  necessity  of  dealing  with 
individual  reports  and  has  facilitated  Council’s 
work. 


It  is  our  hope  that  his  new  Commission/ 
Committee  structure  will  work  even  more  effi- 
ciently in  assisting  to  conduct  the  business  of  the 
Association,  as  we  continue  to  explore  better 
ways  of  communicating  and  reporting. 

We  will  not  attempt  in  this  report  to  cover  the 
activities  of  the  Committees  under  this  Commis- 
sion since  they  are  submitted  separately  by  each 
Committee  for  consideration  by  the  House. 

It  has  been  a pleasure  to  be  a part  of  this 
activity  as  your  Commissioner  on  Scientific  Ac- 
tivities and  Medical  Education  since  it  was  im- 
plemented. 

Respectfully  submitted, 
Kenneth  N.  Owens,  M.D. 

Commissioner 
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SOUTH  CAROLINA  MEDICAL  CARE  FOUNDATION 
REPORT 


The  South  Carolina  Medical  Care  Foundation 
has  continued  to  demonstrate  the  effectiveness  of 
the  peer  review  process  in  assuring  quality  medi- 
cal care  to  all  South  Carolinians. 

The  Foundation  membership  has  grown  in 
both  numbers  and  involvement.  As  a result,  the 
health  care  programs  administered  by  the  South 
Carolina  Medical  Care  Foundation  have  become 
standards  of  excellence  for  other  such  organiza- 
tions throughout  the  nation. 

A focused  review  plan  implemented  in  dele- 
gated hospitals  this  year  has  significantly  reduced 
review  activity  by  exempting  the  cases  of  nearly 
1500  physicians.  A random  sample  of  records 
reviewed  retrospectively  has  demonstrated  that 
these  physicians  have  continued  to  provide  ex- 
cellent medical  care  in  an  efficient  and  effective 
manner.  The  Foundation  has  realized  a consid- 
erable savings  in  both  time  and  administrative 
expense  by  reducing  the  number  of  reviews  per- 
formed on  a concurrent  basis. 

A further  reduction  in  review  activity  is 
planned  for  the  months  ahead.  A recently  ap- 
proved random  review  plan  is  being  im- 
plemented in  all  other  hospitals,  limiting  review 
to  a 10%  random  sample  of  federal  patients.  The 
PSRO  will  continue  to  abstract  data  on  all  Medi- 
care and  Medicaid  patients  and  monitor  the  pro- 
gram’s effectiveness  through  data  analysis  and 
on-site  assessment. 

The  Health  Care  Financing  Administration 
has  approved  additional  funding  for  a special  ini- 
tiative in  Long-Term  Care  Ancillary  Services 
Review.  The  special  needs  of  the  nursing  home 
patient  will  be  studied  to  determine  which  ser- 
vices are  medically  necessary,  safe  and  effective. 
This  project  will  address  potential  underutiliza- 
tion as  it  affects  the  quality  of  care  provided  as 
well  as  over  utilization. 
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Pre-admissiOn  review  for  patients  entering 
nursing  homes  has  significantly  reduced  the 
number  of  inappropriate  placements.  The  addi- 
tion of  a part-time  Central  Physician  Advisor  to 
the  staff  has  resulted  in  improved  communica- 
tions between  the  Foundation  and  attending 
physicians  when  there  is  a question  as  to  level  of 
care. 

The  Foundation  has  continued  to  provide  data 
on  South  Carolina  hospital  discharges  to  the  Na- 
tional Center  for  Health  Statistics  through  its 
contract  with  the  division  of  Research  and  Statis- 
tical Services.  Contracts  for  review  of  non- 
federal  patients,  to  assist  local  hospitals  in  meet- 
ing JCAH  requirements,  have  been  renewed  and 
extended  to  two  additional  facilities.  A contract 
to  review  sendees  being  rendered  to  CHAMPUS 
beneficiaries  has  been  continued.  The  South 
Carolina  Medical  Care  Foundation  has  consis- 
tently demonstrated  its  ability  to  perform  these 
data  collection  and  review  activities  in  an  accu- 
rate and  cost-effective  manner. 

These  programs  have  been  made  possible  be- 
cause the  physicians  of  South  Carolina  have 
given  generously  of  their  time  and  talent.  The 
Foundation  membership  has  provided  the  direc- 
tion and  support  necessary  to  assure  the  success 
of  its  activities. 

Your  commitment  to  providing  optimal  quality 
health  care  at  reasonable  cost  has  been  clearly 
demonstrated  by  your  endorsement  of  the 
Foundation’s  programs  since  we  began  opera- 
tion. The  Roard  of  Directors  and  Administrative 
staff  will  honor  that  commitment  as  we  carry  out 
the  work  you  have  entrusted  to  us. 

Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  President 
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REPORT  OF  THE  SOUTH  CAROLINA  MEDICAL 
BUILDING,  INC. 


The  Board  of  Directors  of  the  South  Carolina 
Medical  Building,  Inc.  has  met  seven  times  dur- 
ing 1979  to  conduct  the  business  of  the  Building 
Corporation.  It  has  been  a productive  year  and 
the  first  full  year  during  which  the  building  was 
managed  by  the  staff,  as  opposed  to  an  agent. 

The  first  meeting  of  1979  was  January  13,  1979. 
During  this  meeting  the  contracts  for  sendees  to 
the  building,  which  included:  janitorial, 
grounds,  extermination,  elevator  maintenance, 
heating/airconditioning  were  awarded.  The 
Board  directed  the  staff  to  develop  a plan  for 
better  use  of  the  first  floor  of  the  building  by  the 
SCMB,  Inc.  Data  Processing  Center  and  SCMA. 
All  leases  were  renewed  and  the  tenants  include: 
SCMA,  SCMB,  Inc.  Data  Processing  Center, 
Columbia  Medical  Society,  Columbia  Achiev  e- 
ment Center,  Midlands  EMS,  Three  Rivers 
HSA,  S.  C.  Medical  Care  Foundation /PSRO. 

The  second  meeting  of  the  SCMB  was  held 
April  28,  1979  in  conjunction  with  the  Annual 
Meeting  of  the  SCMA.  During  this  meeting  the 
Board  was  updated  on  the  workflow  status  of  the 
four  contracts  for  data  processing  services  being 
managed  in  the  Data  Processing  Center.  As  di- 
rected at  the  previous  meeting,  the  staff  pro- 
duced a plan  for  renovation  of  a portion  of  the  first 
floor  of  the  building  which  would  include  a con- 
ference room  with  seating  capacity7  of  approx- 
imately 35  persons,  and  four  additional  offices. 
The  Board  approved  the  practice  of  reimbursing 
the  SCMA  for  the  services  of  the  following  staff 
persons  on  a “time  spent  basis”:  Phylis  Brooks, 
Bookkeeper,  Joan  Eison,  Building  Manager,  and 
Mack  Maguire,  Director  of  Finance.  A pension 
plan  for  the  SCMB  employees  was  approved, 
too.  The  number  of  employees  now  employed  by 
the  SCMB  in  the  Data  Processing  Center  in- 
cludes: one  full  time  manager,  one  keypunch 
operator/supervisor,  three  full  time  keypunch 
operators,  and  three  part  time  keypunch  opera- 
tors second  shift.  Currently  the  SCMB,  Inc.  is 
managing  five  contracts:  Greensboro  PSRO, 
Lumberton  PSRO,  SCMCF/PSRO,  Non-PAS, 
and  SHUR. 


The  June  27,  1980  meeting  of  the  Building 
Board  of  Directors  was  a special  called  meeting. 
The  only  agenda  item  for  this  meeting  was  con- 
sideration to  purchase  additional  data  processing 
equipment.  Reports  were  presented  to  the 
Board  by  staff  indicating  that  the  Data  Center 
wmrkload  had  already  exceeded  the  most  op- 
timistic aims  previously  projected  and  consider- 
ing workload,  a definite  need  to  upgrade  equip- 
ment, or  acquiring  additional  equipment  was 
proposed.  Board  action  taken  at  that  meeting  was 
to  give  authority7  to  staff  to  negotiate  acquisition 
of  an  additional  computer  and  to  prepare  propos- 
als for  purchase,  or  lease/ option  to  be  presented 
at  the  next  meeting. 

The  July  5,  1979  meeting  of  the  Board  was  held 
via  conference  call.  During  this  meeting  the 
Board  appropriated  an  $18,000.00  donation  to 
Continuing  Medical  Education  for  furthering  its 
programs.  Monies  were  also  approved  for  repairs 
to  the  canopy  at  the  entrance  of  the  building  and 
replacement  of  the  flooring  of  the  kitchen  on  the 
first  floor.  Approval  was  also  given  to  request  that 
the  SCMA  purchase  the  new  computer  and  lease 
it  for  a three  year  period  to  the  SCMB.  The  first 
floor  renovation  was  completed  at  this  meeting 
date. 

In  addition  to  donating  monies  to  the  S.  C. 
Medical  Institute  for  Continuing  Education  and 
to  reimbursing  SCMA  for  staff  services,  the 
SCMB,  Inc.  leases  computer  hardware  from  the 
SCMA;  purchases  printing  and  mailing  services 
from  the  SCMA  and  allows  SCMA  rent-free  use 
of  several  hundred  square  feet  of  office  space. 
Altogether  these  leases,  purchases  and  contribu- 
tions amount  to  about  $100,000.00  annually 
which  SCMB  pays  to  the  SCMA  and  affiliates. 

On  November  11,  1979  the  Board  met  in  Co- 
lumbia. Business  conducted  included  a request 
from  the  S.  C.  Society7  of  Pathology  to  have  their 
past-presidents  plaque  hung  in  the  third  floor 
Board  Room.  The  Board  approved  the  request 
and  expressed  a desire  that  other  specialty 
societies  would  see  fit  to  display  their  com- 
memorative plaques  in  the  Board  Room.  The 
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Board  voted  to  pay  in  full  the  note  owed  to  the 
Columbia  Medical  Society  in  the  amount  of 
$50,100.00  when  it  becomes  due  Feburary  12, 
1980.  It  was  noted  that  the  building  was  ending 
1979  almost  completely  occupied  with  tenants; 
and  that  the  Data  Center  had  operated  both  sec- 
ond and  third  shifts  at  times  due  to  workload. 
Staff  was  instructed  to  let  bids  for  services  to  the 
Building  for  1980. 

At  the  January  12,  1980  meeting  of  the  Board 
contracts  for  services  to  the  Building  were  ap- 
proved. Some  costs  for  services  were  actually 
reduced  from  1979.  Staff  was  instructed  to  de- 
velop a plan  for  design  of  plaques  commemorat- 
ing $1,000.00  donations  to  the  original  building 
construction.  A plan  was  formulated  to  rotate 
membership  on  the  SCMB,  Inc.  Board.  The 
Board  recommends  that  Council  approve  the  fol- 
lowing: increasing  the  SCMB,  Inc.  Board  mem- 
bership by  one  to  make  a total  of  six;  and  in  June 
1981  when  the  first  three  year  terms  of  the  pres- 
ent Board  members  will  have  been  completed, 


that  two  members  become  eligible  to  rotate  off 
the  Board,  to  be  re-elected  for  another  three  year 
term.  The  SCMA  Council  would  be  asked  at  that 
time  to  either  re-elect  those  two  members  for 
another  three  year  term,  or  to  name  two  new 
members  for  three  year  terms.  Through  this 
proposed  system  the  practice  of  staggered  terms 
of  office  would  be  established;  and  a complete 
turnover  of  the  Board  could  not  take  place.  In 
reviewing  the  records  of  the  membership  of  the 
Board  it  was  found  that  since  its  installation  in 
1978,  this  Board  had  maintained  perfect  atten- 
dance at  its  meetings.  The  members  of  the  Board 
are  proud  of  this  record  and  feel  that  this  practice 
should  continue  in  forthcoming  years  of  service. 

The  members  of  the  Board  include:  C.  Tucker 
Weston,  M.D.,  Chairman;  J.  Hal  Jameson, 
M.D.,  Vice-Chairman;  Waitus  O.  Tanner, 
M.D.,  Treasurer;  James  S.  Gamer,  M.D.,  Sec- 
retary, and  James  L.  Duncan,  M.D. 

Respectfully  submitted, 

C.  Tucker  Weston,  M.D.,  Chairman 


P.  O.  Box  240197, 1715  Sharon  Road  West.  Charlotte,  N.C.  20224 


For  Information  Call  <704)  554-0285 
Jamie  Carraway,  Executive  Director 

Rex  R.  Taggart,  MedicMQimcl 


• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 
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COMMITTEE  REPORTS 


DISABLED  PHYSICIANS  PROGRAM  COMMITTEE 


The  Committee  was  restructured  this  year  and 
has  been  formally  meeting  since  August  1,  1979. 
The  Association  is  indebted  to  the  committee 
members  who  have  unselfishly  given  of  their 
time  and  resources  out  of  concern  for  their  fellow 
physicians.  The  members  of  the  Committee  are 
listed  below. 

The  Committee  has  defined  its  overall  role  in 
dealing  with  disabled  physicians  in  this  manner: 

(1)  The  Committee  s involvement  with  physi- 
cians, their  families  and  others  that  may  closely 
relate  to  his  problem,  will  be  in  a caring,  compas- 
sionate and  non-punitive  manner.  At  no  time 
does  this  committee  plan  to  initiate  any  restric- 
tive or  legal  action  against  a physician.  If  we 
realistically  believe  that  the  individual  is  not 
being  helped  and  his  problems  are  not  being 
resolved,  then  we  will  withdraw  our  efforts  at 
that  time  and  inform  the  reporting  party. 

(2)  Confidentiality  will  always  be  protected. 
No  written  records  of  our  involvement  will  be 
kept. 

(3)  Involvement  will  be  primarily  at  the  local 
level,  with  coordination  from  the  State  Commit- 
tee. If  a problem  arises  in  a community  where  a 
local  Committee  does  not  exist,  then  the  closest 
resource  people  available  will  be  asked  to  assist. 
An  effort  will  be  made  to  organize  local  Commit- 
tees where  needs  arise.  There  exists  a cadre  of 
physicians  (including  previously  disabled  physi- 
cians) along  with  qualified  persons  in  the  field  of 
addictions  and  mental  health,  available  to  assist 
across  South  Carolina. 

(4)  The  Committee  is  dedicated  to  early  case 
findings  of  physician  disability.  With  this  in 
mind,  a physician  and  wife  Retreat  is  being 
planned  for  the  Spring  of  1981.  The  theme  will  be 
“The  Doctor  and  his  Life  Pressures.  ” The  format 
will  include  issues  related  to  his  practice,  his 


family  and  himself.  We  solicit  the  involvement  of 
the  Medical  Association  and  Auxiliary.  More  in- 
formation will  be  circulated  as  plans  progress. 

(5)  A more  extensive  effort  to  publicize  and 
educate  the  medical  profession  and  public  as  to 
the  Committee’s  activity  and  availability  is  being 
planned. 

There  is  now  in  existence  in  South  Carolina  a 
viable  and  functioning  Committee  for  dealing 
with  disability  among  physicians.  Should  you,  a 
physician’s  family,  or  interested  citizens  wish  to 
request  our  involvement  with  a suspected  dis- 
abled physician,  then  a call  should  be  made  to 
your  local  society  or  the  South  Carolina  Medical 
Association  (252-6311).  If  you  call  the  SCMA  of- 
fice in  Columbia,  ask  for  the  staff  person  assigned 
to  the  Disabled  Physicians  Program.  An  appro- 
priate follow-up  will  be  immediately  forthcoming 
through  a phone  call  and/or  a personal  contact. 

The  general  rehabilitative  guidelines  include: 

(1)  Concerned  and  caring  confrontation  when 
needed. 

(2)  Inpatient  and/or  outpatient  treatment  ad- 
vice where  indicated.  A list  of  facilities  has  been 
circulated  and  is  available  when  requested. 

(3)  Assistance  in  arranging  practice  coverage. 

(4)  Monitoring  follow-up  progress. 

Respectfully  submitted, 

S.  Hunter  Rentz,  M.D.,  Chairman 


Committee  Members: 

Joseph  V.  Fisher,  M.D. 

Roland  M.  Knight,  M.D.  (Recently  Resigned) 
Robert  Black,  M.D. 

William  A.  King,  M.D. 

T.  W.  Taber,  Jr.,  M.D. 

William  S.  Hall,  M.D. 
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COMMITTEE  REPORTS 


SCMA/SCHA  JOINT  PROJECT 
TO  IMPROVE 
RELATIONSHIPS  IN  THE 
HOSPITAL 

During  February  of  1978,  the  SCMA  and 
SCHA  undertook  development  of  a program  to 
improve  internal  relationships  in  the  hospital. 
The  program’s  objectives  included  providing  in- 
formation to  medical  staff,  hospital  governing 
boards  and  hospital  administration  regarding  in- 
ternal factors  affecting  the  hospital  and  encourag- 
ing greater  involvement  and  participation  of  all 
three  groups  in  the  decision  making  program 
within  the  hospital.  Both  educational  programs 
and  direct  consultation  have  been  used  as  means 
toward  this  end. 

During  late  summer  one  hospital  called  for 
committee  consultation  due  to  low  census  and 
financial  problems.  A consultant  team  was  ap- 
pointed from  the  committee  and  spent  several 
hours  at  that  hospital.  Although  no  formal  feed- 
back has  occurred,  informal  response  indicates 
that  the  process  was  very  helpful  in  clarifying 
some  misunderstandings  that  existed  among  the 
three  groups  and  further  that  there  is  increasing 
cooperation  among  the  groups. 

The  project  also  conducted  four  regional  work- 
shops entitled  “Communication  and  Coopera- 
tion In  The  Hospital,”  Richard  E.  Thompson, 
M.D.,  lecturer.  Conferences  were  held  in 
Greenwood,  Florence,  North  Charleston  and 
Columbia  with  approximately  125  adminis- 
trators, trustees  and  physicians  attending. 

The  project  is  considering  initiating  a state- 
wide institute  for  trustees,  administrators  and 
physicians  and  also  development  of  medical  staff 
orientation  and  informational  materials  on  hospi- 
tal operations. 

Activities  are  supported  in  part  by  the  Duke 
Endowment  and  Self  Foundation. 

Respectfully  submitted, 

Joseph  W.  Taber,  Jr.,  M.D., 
SCMA  Chairman 

Committee  Members: 

SCMA  Representatives  — 

W.  L.  Davis,  M.D. 

Walton  L.  Ector,  M.D. 

Linwood  G.  Bradford,  M.D. 

Michael  F.  Patton,  M.D. 
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Charles  G.  Sasser,  M.D. 

W.  Phillips  Tinkler,  M.D. 

J.  L.  Simpson,  M.D. 

SCHA  Representatives  — 

Mr.  Charles  H.  Frenzel,  President, 
McLeod  Memorial  Hospital 
Mr.  W.  H.  Hudson,  Administrator,  Oconee 
Memorial  Hospital 

Mr.  Edward  R.  Frye,  Jr.,  Administrator, 
Chester  County  Hospital 
Mrs.  James  A.  Uzzell,  Administrator, 
Beaufort  County  Memorial  Hospital 
Mrs.  Barbara  T.  Matthews,  Trustee,  Rich- 
land Memorial  Hospital 
Mrs.  Julien  Weinberg,  Trustee,  Clarendon 
Memorial  Hospital 

Mrs.  J.  Edwin  Schacter,  Jr.,  Trustee,  St. 

Francis  Xavier  Hospital 
Richard  M.  Gannaway,  Ph.D.,  Director, 
USC,  Trustee,  Elliott  White  Springs 
Memorial  Hospital 

M.  R.  Johnson,  Esq.,  Greenville  Hospital 
System 

Ms.  Elizabeth  M.  Alford,  Assistant  Execu- 
tive Director,  SCHA 


MEMBERSHIP  COMMITTEE 

The  Committee  has  met  formally  and  by  mail 
polls  throughout  the  year  to  consider  ways  of 
increasing  membership  and  also  to  consider 
member  services.  The  three  mailings  of  dues 
billings  accompanied  by  cover  letters  have  been 
sent  to  all  physicians  in  the  state.  We  further  plan 
to  conduct  studies  among  members  and  non- 
members concerning  what  needs  to  be  provided 
that  is  not  now  being  provided.  Time  will  tell  if 
we  are  successful  in  increasing  the  members. 
Respectfully  submitted, 

Halsted  M.  Stone,  M.D.,  Chairman 

Committee  Members: 

William  H.  Hunter,  M.D. 

H.  Biemann  Othersen,  Jr.,  M.D. 

James  C.  Vardell,  Jr.,  M.D. 

Wayne  C.  Brady,  M.D. 

Granville  Way,  Jr.,  M.D. 

Hunter  R.  Stokes,  M.D. 
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COMMITTEE  ON  MATERNAL 
AND  PERINATAL  HEALTH 

The  Committee  has  reviewed  the  maternal 
deaths  for  the  past  year  as  based  on  a screening  of 
all  death  certificates  of  women  between  the  ages 
of  12  and  44. 

The  Committee  has  recommended  that  the 
State  Medical  Association  take  a strong  stand 
against  planned  home  deliveries.  This  stand  has 
been  endorsed  by  the  South  Carolina  OR-GYN 
Society,  the  South  Carolina  Pediatric  Society, 
and  the  South  Carolina  Chapter  of  the  American 
Family  Practice  Association. 

Two  subcommittees  were  formed  to  impact  on 
the  incidence  of  low  birth  weight  infants  (8%  of 
South  Carolina  births,  but  associated  with  70%  of 
South  Carolina  infant  deaths). 

Tom  Rowland,  M.D  . was  named  chairman  of 
the  subcommittee  on  Patient  Education,  and 
David  Chapman,  M.D.  was  appointed  chairman 
of  the  subcommittee  on  Provider  Education. 

Since  the  Maternal  and  Perinatal  Health 
Committee  is  an  advisory  committee  to  the  Ma- 
ternal and  Child  Health  Bureau  of  DHEC,  Tom 
Austin,  M.D.  was  appointed  chairman  of  a sub- 
committee to  study  the  liberalization  of  the 
statewide  High  Risk  Program  for  inclusion  of  the 
neonate. 

Respectfully  submitted, 

Henry  C.  Heins,  Jr.,  M.D.,  M.P.H. 

Chairman 

Committee  Members: 

Thomas  C.  Rowland,  Jr.,  M.D. 

Giles  M.  Schanen,  M.D. 

David  R.  Chapman,  M.D. 

James  E.  Bell,  Jr.,  M.D. 

Harold  R.  Rubel,  M.D. 

William  F.  Ward,  M.D. 

E.  J.  Dickert,  M.D. 

John  D.  Thomas,  M.D. 

Clarence  E.  Coker,  Jr.,  M.D. 

Robert  E.  Foster,  M.D. 

Boyd  L.  Hames,  M.D. 

Dilip  M.  Purohit,  M.D. 

Tom  L.  Austin,  M.D. 

Gerald  J.  Ferlauto,  M.D. 

Hal  C.  Anderson,  M.D. 

David  C.  McLean,  M.D. 

Sami  B.  Elhassani,  M.D. 


Clarence  M.  Easley,  M.D. 
Francis  M.  Lemmon,  Jr.,  M.D. 
Jerome  B.  Degen,  M.D. 

W.  E.  Fender,  Jr.,  M.D. 

Boyce  C.  Tollison,  M.D. 
Halsted  M.  Stone,  M.D. 
Charles  R.  Propst,  M.D. 

Bennie  C.  Pendarvis,  M.D. 


COMMITTEE  ON  MEDICAL 
SERVICE 

The  committee  functions  to  resolve  issues  af- 
fecting claims  reimbursements  and  to  carry  out 
liaison  activities  with  third  party  insurance  car- 
riers and  the  South  Carolina  Association  of  Medi- 
cal Managers  (SCAMM). 

The  committee  has  actively  pushed  for  com- 
mon claims  forms  for  Blue  Shield,  Medicare  and 
Medicaid  and  it  is  my  understanding  these  will 
be  available  anytime  now.  Other  activities  in- 
clude discussions  with  DSS  regarding  the  use- 
fulness of  six-month  updates  of  physicians’  pro- 
files and  a recommendation  to  DSS  that  it  con- 
duct an  “in-house”  workshop  for  its  staff  to  indoc- 
trinate them  into  the  concepts  and  functions  of 
group  practice  (especially  multi-specialty,  re- 
garding patient  care). 

Our  significant  accomplishments  from  our  ef- 
forts was  an  agreement  from  DSS  to  accept  P.  A. 
claims  showing  the  provider  number  only  once  in 
item  #24  on  the  claim  form  when  the  same 
physician  is  providing  all  procedures  being  billed 
on  the  claim.  Heretofore  the  provider  number 
had  to  be  reported  with  each  procedure. 

We’ve  had  indications  that  SCAMM  would 
like  the  committee  and  SCMA  to  react  to  their 
problems  in  a more  rapid  manner  and  therefore, 
the  committee  will  sincerely  investigate  ways  of 
achieving  this. 

Respectfully  submitted, 

William  L.  Perry,  M.D.,  Chairman 

Committee  Members: 

Peter  Hairston,  M.D. 

Ralph  P.  Baker,  M.D. 

James  G.  Tippins,  M.D. 

John  H.  Cathcart,  Jr.,  M.D. 

Charles  W.  Hinnant,  M.D. 

L.  A.  Heavrin,  M.D. 
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COMMITTEE  ON  COMMITTEE  ON 

EMERGENCY  MEDICAL  ALCOHOLISM  AND  DRUG 

SERVICES  ABUSE 


There  has  been  no  activity  of  the  Committee 
on  Emergency  Medical  Services  of  the  South 
Carolina  Medical  Association  during  the  past 
year  except  to  make  initial  contact  with  the  Mid- 
lands EMS  regarding  the  possibility  of  future 
discussions  of  areas  of  mutual  concern. 

Council  has  requested  that  this  committee  in- 
vestigate the  training  and  supervision  of 
emergency  medical  technicians  particularly  as  it 
pertains  to  their  acitivities  in  the  field.  The  com- 
mittee will  be  studying  this  during  the  coming 
year. 

Dr.  Henry  Frierson,  Chairman,  was  ap- 
pointed to  the  Task  Force  on  Emergency  Rooms. 
Respectfully  submitted, 

Henry  F.  Frierson,  M.D.,  Chairman 

Committee  Members: 

Ronald  K.  Terrell,  M.D. 

Edward  C.  O Bryan,  M.D. 

David  J.  Gatti,  M.D. 

John  S.  Ravita,  M.D. 

Robert  Malanuk,  M.D. 

Bruce  W.  Usher,  M.D. 


Although  the  SCMA’s  committee  has  not  been 
active  per  se,  as  Chairman,  I have  been  active  in 
the  affairs  of  the  S.  C.  Commission  on  Al- 
coholism and  Drug  Abuse.  Consideration  is  cur- 
rently being  given  establishing  liaison  with  the 
Committee  on  Disabled  Physicians  Program  to 
determine  areas  where  this  committee  can  assist 
the  Disabled  Physicians  Program  and  also  of 
bringing  members  of  the  committee  to  S.  C. 
Commission  meetings  to  expand  involvement  of 
the  SCMA  in  Commission  affairs. 

Respectfully  submitted, 

Harold  W.  Moody,  M.D.,  Chairman 

Committee  Members: 

William  S.  Hall,  M.D. 

James  F.  White,  M.D. 

Robert  E.  Livingston,  III,  M.D. 

James  Ross  Hanahan,  Jr.,  M.D. 

Sol  Neidich,  M.D. 

Robert  C.  Grier,  Jr.,  M.D. 

Douglas  Johnson,  Ph.D. 


COMMITTEE  TO  THE  S.  C.  DEPARTMENT  OF  CORRECTIONS 


This  committee  is  one  of  twenty-two  (22)  such 
committees  at  as  many  state  medical  associations 
working  to  upgrade  health  standards  in  jails.  Our 
committee  is  assisting  eleven  (11)  facilities. 
Counties  represented  in  SCMA’s  program  in- 
clude: Greenwood,  Saluda,  Orangeburg-Cal- 
houn,  Jasper,  Beaufort,  Florence,  Union, 
Oconee,  Fairfield,  Clarendon  and  the  Columbia 
City  Police  Department. 

Recruitment  of  a responsible  physician  to 
serve  the  jails  has  been  a major  obstacle  to  meet- 
ing AMA  standards  for  jail  certification.  When 
the  project  began,  eight  of  eleven  facilities  re- 
quired a responsible  physician.  However,  since 
project  initiation  in  June  of  1979,  three  of  the 
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eight  facilities  needing  a physician  to  conduct 
sick  call  and  supervise  the  jail’s  health  services 
have  themselves  located  a physician  or  have  been 
assisted  by  the  SCMA  in  doing  so.  We  anticipate 
the  five  remaining  facilities  will  locate  a physician 
with  the  assistance  of  county  medical  societies  in 
the  jails’  region. 

In  total,  there  are  sixty-nine  (69)  AMA  stan- 
dards for  health  services.  A jail  must  meet  sixty- 
two  (62)  of  these  standards  in  order  to  have  its 
health  services  certified  by  the  AMA. 

The  project  is  moving  along  nicely  and  we 
anticipate  much  success  during  this  year. 
Respectfully  submitted, 

Charles  F.  Crews,  M.D.,  Chairman 
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PROFESSIONAL  LIABILITY  COMMITTEE 


The  Professional  Liability  Committee  has  not 
held  a meeting  since  the  1979  House  of  Dele- 
gates met  last  April.  However,  there  have  been 
numerous  activities  concerning  South  Carolina’s 
Joint  Underwriting  Association  and  its  future. 
The  South  Carolina  General  Assembly’s  Insur- 
ance Law  Study  Committee  has  held  two  (2) 
public  hearings  and  appointed  a special  commit- 
tee for  the  purpose  of  studying  and  making  rec- 
ommendations to  the  Insurance  Law  Study 
Committee  concerning  the  JUA’s  future  and  the 
possibility  of  establishing  some  type  of  perma- 
nent entity  for  professional  liability  protection  for 
all  health  care  providers  in  South  Carolina. 

As  Chairman  of  your  Professional  Liability 
Committee,  I was  asked  to  serve  on  this  special 
study  committee.  I was  joined  by  Dr.  J.  Frank 
Riggers,  III  of  Walterboro  and  we  served  as  the 
two  (2)  physician  appointees  to  this  committee  by 
the  South  Carolina  Medical  Association. 

With  the  question  of  the  JUA’s  future  being 
considered  and  the  possibility  of  the  JUA  becom- 
ing a permanent  source  of  professional  liability 
protection  for  all  South  Carolina  health  care  pro- 
viders, it  did  not  seem  appropriate  to  consider 


COMMITTEE  ON  HSAs 

The  Committee  on  HSAs  met  for  the  first  time 
in  November,  1979  to  discuss  the  recommenda- 
tions which  had  been  made  at  the  February  4, 
1979  Conference  on  Health  Planning  and  to  dis- 
cuss the  objectives  for  the  coming  year. 

The  Committee  has  been  concerned  with 
three  main  objectives  this  year:  1)  establishing 
contacts,  2)  gathering  information,  and  3)  educat- 
ing physicians. 

To  begin  with,  we  contacted  each  HSA  in 
South  Carolina  requesting  that  we  be  placed  on 
the  mailing  list  in  order  to  receive  notifications  of 
meetings,  proposed  agendas,  and  copies  of  their 
newsletters.  Contact  was  also  made  with  the  Ad 
Hoc  Committee  on  Health  Planning  of  the 
AMA’s  Department  of  Community  Health  Sys- 
tems. We  also  contacted  the  SCMA  Auxiliary 
requesting  their  assistance  in  our  efforts. 

As  the  committee  felt  its  main  function  to  be 


other  professional  liability  legislation  during 
what  was  planned  as  a short  legislative  session. 

As  of  the  date  of  the  preparation  of  this  report, 
the  JUA  is  scheduled  to  remain  in  force  until 
December  31,  1981.  Therefore,  the  1981  Legis- 
lative Session  may  be  heavily  involved  with  pro- 
fessional liability  legislation.  The  South  Carolina 
Medical  Association  through  its  many  endeavors 
has  not  been  able  to  secure  a viable  alternative 
source  of  professional  liability  protection  for  the 
Medical  Doctors  of  South  Carolina,  even  though 
it  continues  to  examine  other  possible  sources. 
Therefore,  we  must  continue  to  depend  upon  our 
State  General  Assembly  to  assure  the  necessary 
professional  liability  protection. 

Respectfully  submitted, 

Donald  G.  Kilgore,  Jr.,  M.D.,  Chairman 

Committee  Members: 

Roy  L.  Skinner,  M.D. 

Royce  M.  Lawton,  Jr.,  M.D. 

John  W.  Rrown,  M.D. 

Walter  J.  Roberts,  Jr.,  M.D. 

William  F.  Fairey,  M.D. 

Bartolo  M.  Barone,  M.D. 


that  of  providing  information  rather  than  estab- 
lishing policy,  we  have  collected  the  following 
from  each  HSA:  1)  Health  Systems  Plan,  2)  An- 
nual Implementation  Plan,  and  3)  the  names  of 
the  current  members  of  the  Board  of  Directors, 
Project  Review  Committee,  and  Plan  Develop- 
ment Committee.  We  have  also  received  copies 
of  health  planning  manuals  from  other  state  med- 
ical associations.  In  addition,  we  are  currently 
receiving  the  AMA’s  Health  Planning  Bulletin 
and  the  Health  Planning  Monitor  which  sum- 
marize health  planning  activities  on  the  national 
level. 

The  committee  feels  very  strongly  that  the 
local  physicians  must  become  involved  in  the 
activities  of  the  HSAs.  Therefore,  we  have  con- 
tacted the  presidents  of  the  local  and  county 
societies  suggesting  that  they  establish  a commit- 
tee on  health  planning.  To  date  three  local/ 
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county  medical  societies  have  formed  such  a 
committee. 

Dennis  Caldwell,  Executive  Director  of  the 
Three  Rivers  HSA,  met  with  interested  physi- 
cians of  the  Columbia  Medical  Society  and  the 
Lexington  County  Medical  Society  to  discuss 
some  of  the  ways  in  which  the  local  and  county 
societies  can  effectively  become  involved  in 
health  planning.  We  are  planning  a similar  meet- 
ing with  the  other  county  societies  in  the  Three 
Rivers  HSA  as  well  as  the  other  HSAs  in  South 
Carolina. 

During  the  coming  year,  the  committee  will 
be  working  on  the  development  of  a manual  on 


health  planning  for  physicians  as  well  as  the  pub- 
lication of  a newsletter  to  provide  information  on 
health  planning  activities  in  South  Carolina. 
Respectfully  submitted, 

WAITUS  O.  Tanner,  M.D.,  Chairman 

Committee  Members: 

James  C.  McAlpine,  M.D. 

L.  W.  Stoneburger,  M.D. 

J.  Frank  Biggers,  M.D. 

Richard  H.  Goodwin,  Jr.,  M.D. 

John  W.  Simmons,  M.D. 

James  W.  Forrester,  M.D. 

Douglas  Johnson,  Ph.D.,  (Consultant) 


COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS 


The  proposed  Amendments  to  the  Constitu- 
tion are  set  forth  for  consideration  by  the  House 
of  Delegates. 

ARTICLE  1.30  COMPOSITION  currently 
reads  as  follows: 

“The  Association  is  a federacy  of  component 
medical  societies.” 

Proposed  Change 

Add  to  ARTICLE  1.30  the  following  language 
(as  underlined): 

“The  Association  is  a federacy  of  component 
medical  societies  which  shall  be  chartered  by  the 
House  of  Delegates  upon  the  recommendation  of 
Council.” 

The  proposed  Amendments  to  the  By-Laws 
are  set  forth  for  consideration  by  the  House  of 
Delegates. 

ARTICLE  4.33  DUTIES  AND  PRIVILEGES 
OF  COUNCIL  currently  incorporates  Sections 
A-G. 

Proposed  Change 

Add  Section  H.  to  read  as  follows: 

“H.  Shall  annually  recommend  to  the  House 
of  Delegates  certain  members  of  great  dedica- 
tion, with  exceptional  reputation  and  devotion  to 
the  delivery  of  high  quality  medical  care,  to  be 
nominated  to  serve  on  the  Board  of  the  S.  C. 
Medical  Care  Foundation.” 

ARTICLE  5.00  EXECUTIVE  DIRECTOR 
Proposed  Change 

Add  before  this  Article,  Article  5.0  SUB- 
SIDIARIES as  follows: 
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5.0  SUBSIDIARIES 

“5.10  CREATION.  With  the  approval  of  the 
House  of  Delegates,  Council  may  create  such 
subsidiaries  or  corporations  as  are  necessary  to 
serve  the  purposes  of  the  Association. 

“5.11  APPOINTMENT  OF  BOARDS.  The 
Council  shall  appoint  the  members  to  serve  on  all 
subsidiary  Boards,  subject  to  confirmation  by  the 
House  of  Delegates. 

“5.12.  COMPOSITION  AND  TERMS  OF 
THE  BOARDS:  The  Boards  shall  have  mem- 
bers appointed  by  Council,  the  terms  of  which 
shall  be  designated  by  Council.  Appointments 
shall  be  made  in  such  a way  as  to  have  staggered 
terms.  The  limit  of  service  shall  be  in  like  manner 
as  the  Councilors.” 

ARTICLE  6.13  COMMISSION  ON  SCIEN- 
TIFIC ACTIVITIES  AND  MEDICAL  EDU- 
CATION currently  incorporates  Sections  A 
through  F. 

Proposed  Change 

Add  as  Section  G,  the  following  language: 

“G.  Specialty  Society  Advisory  Committee.” 
ARTICLE  6.4318  COMMITTEE  TO  THE 
STATE  BOARD  OF  MEDICAL  EXAMINERS 
Proposed  Addition 

Add  to  ARTICLE  6.4318  the  following  lan- 
guage: 

“This  committee  shall  maintain  liaison  with 
the  Board  of  Medical  Examiners  in  order  to  pro- 
vide advice,  consultation  and  the  necessary  sup- 
port to  this  Board  in  their  efforts  to  regulate 
practicing  physicians  in  this  State.” 
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ARTICLE  7.22  APPORTIONMENT  currently 
reads  as  follows: 

“Each  component  specialty  society  approved 
by  the  Association  may  have  only  one  (1)  charter 
in  the  Association  for  the  State.” 

Proposed  Change 

Add  to  ARTICLE  7.22  the  following  language 
(as  underlined) 

“APPORTIONMENT  AND  CHARTER. 
Each  component  specialty  society  approved  by 
the  Association  may  have  only  one  (1)  charter  in 
the  Association  for  the  State,  and  this  Charter 
may  only  he  issued  upon  the  approval  of  the 
House  of  Delegates  and  shall  be  signed  by  the 
President  and  by  the  Secretary  of  the  Association. 
The  House  of  Delegates  shall  have  the  authority 
to  revoke  the  charter  of  any  component  specialty 
society  whose  actions  are  in  conflict  with  the 
letter  and  spirit  of  this  Constitution  and  By- 
Laws. ” 

Add  under  Article  7.30  COMPONENT  UNIT 
OF  HOUSESTAFF  PHYSICIANS  the  follow- 
ing: 

“ARTICLE  7.33  CHARTER.  A charter  shall 
be  issued  only  upon  the  approval  of  the  House  of 
Delegates  and  shall  be  signed  by  the  President 
and  by  the  Secretary  of  this  Association.  The 
House  of  Delegates  shall  have  the  authority  to 
revoke  the  charter  when  the  actions  of  this  com- 
ponent society  are  in  conflict  with  the  letter  and 
spirit  of  this  Constitution  and  By-Laws.” 
ARTICLE  11.00  AMENDMENTS  currently 
reads  as  follows: 

INSURANCE  COMMITTEE 

The  Insurance  Committee  of  the  South  Caro- 
lina Medical  Association  has  held  one  meeting 
since  the  1979  House  of  Delegates  meeting.  The 
major  item  of  business  for  committee  considera- 
tion was  the  SCMA’s  group  health  and  hospitali- 
zation plan. 

The  Committee  reviewed  information  from 
Blue  Cross  and  Blue  Shield  outlining  the  past 
four  (4)  years’  experience  of  the  SCMA’s  group 
plan.  This  information  showed  that  just  under 
four  hundred  thousand  dollars  ($400,000.00)  in 
underwriting  gains  or  profits  had  been  generated 
for  Blue  Cross  and  Blue  Shield  by  the  South 
Carolina  Medical  Association  group  plan.  There- 
fore, the  Committee  felt  that  an  alternative 
method  of  group  coverage  should  be  established. 


“These  By-Laws  may  be  amended  at  any  meet- 
ing of  the  House  of  Delegates  by  a two-thirds  (%) 
vote  of  the  Delegates  present. 

Proposed  Change 

Add  the  following  language  (as  underlined)  to 
ARTICLE  11.00: 

“These  By-Laws  may  be  amended  at  any  meet- 
ting  of  the  House  of  Delegates  by  a two-thirds  (%) 
vote  of  the  Delegates  present  provided  an 
amendment  shall  not  be  acted  on  until  the  day 
following  that  on  which  it  is  introduced . ” 

Another  Amendment  to  the  Constitution  and 
By-Laws  is  presently  being  considered  by  Coun- 
cil regarding  requirements  for  membership  in 
local  county  medical  societies,  but  language  for 
this  amendment  was  not  available  for  entry  in 
The  Journal.  An  addendum  to  the  report  of  the 
Chairman  of  Council  will  be  included  in  the  Del- 
egates’ Handbooks  at  the  Annual  Meeting  for 
study  and  consideration  for  a year  to  be  reconsid- 
ered by  the  House  in  1981. 

Respectfully  submitted, 

John  C.  Beard,  Jr.,  Chairman 

Committee  Members: 

J.  Gavin  Appleby,  M.D. 

Hans  K.  Habermeier,  M.D. 

Jack  A.  Evans,  Jr.,  M.D. 

J.  H.  Herlong,  M.D. 

John  C.  Hawk,  Jr.,  M.D. 

James  C.  McAlpine,  M.D. 

M.  L.  Marion,  M.D. 

Hugh  Wells,  M.D. 


whereby  those  who  participate  in  the  SCMA’s 
group  plan  would  benefit  from  any  underwriting 
gain,  not  the  insurance  company. 

The  Insurance  Committee  considered  a pro- 
posal from  the  Gardner  & White  Insurance 
Company  and  Beta  Insurance  Consultants  for  a 
self-insured,  self-funded  group  health  and  hos- 
pitalization plan  for  the  South  Carolina  Medical 
Association.  The  Committee  voted  to  recom- 
mend to  the  Commission  on  Socioeconomic  Ac- 
tivities that  a self-insured,  self-funded  trust  be 
established  with  no  specific  recommendations  as 
to  who  should  be  selected  to  administer  the  plan. 
It  was  the  Insurance  Committee’s  opinion  that  if 
the  Association  were  to  establish  a self-insured 
trust  to  handle  the  group  health  and  hospitaliza- 
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tion  plan;  we  could,  through  the  purchase  of 
adequate  reinsurance,  provide  a more  flexible, 
cost  effective  health  care  plan  for  the  Association 
members,  their  families  and  employees. 

With  the  establishment  of  a self-insured  plan, 
the  Insurance  Committee  felt  it  best  that  no 
changes  be  made  in  the  benefit  structure  or  pre- 
mium level  for  the  Association  group  during  the 
first  year  of  operation.  The  Insurance  Committee 
will  be  reviewing  for  next  year  other  benefit 
levels  such  as  over  sixty-five  (65)  and  a higher 
front-end  deductible  for  the  new  self-funded  in- 
surance group  health  and  hospitalization  plan. 

The  Insurance  Committee  considered  and  has 
been  searching  the  insurance  market  for  a cost 
efficient  dental  insurance  plan  for  the  South 


MEMORIAL  COMMITTEE 

Each  year  this  Association  wishes  to  re- 
member those  of  our  number  who  have  passed 
from  this  life  since  our  last  meeting.  They  have 
fought  the  good  fight  and  finished  their  course. 
They  are  honored  not  in  commiseration  but  in 
affectionate  commemoration;  not  in  grief,  but  in 
gratitude  for  their  service  to  humanity;  not  in 
agonizing,  but  in  admiration  for  their  skills  in  the 
art  of  healing;  not  in  regret  for  their  passing,  but 
in  respect  for  their  knowledge  and  understand- 
ing of  death. 

Let  us  pause  and  remember  them  now.  Dr. 
Walter  E.  Bryant,  Hemingway,  S.  C.;  Dr.  Wil- 
liam Steven  Lang,  Greenville,  S.  C.;  Dr.  David 
B.  Gregg,  Clinton;  Dr.  Williams  Simpson, 
Greenwood;  Dr.  Harold  V.  Glick,  Myrtle  Beach; 
Dr.  John  F.  Hunter,  Florence;  Dr.  Preston  H. 
Edwards,  Darlington;  Dr.  Thad  A.  Timmons, 
Lake  City;  Dr.  Edward  McKee,  MUSC, 
Charleston;  Dr.  A.  Charles  von  Lehe,  Waiter- 
boro;  Dr.  Lee  W.  Milford,  Clemson;  Dr.  Elmer 
E.  Hague,  Jr.,  Spartanburg;  Dr.  Clifford  C. 
Johnson,  Spartanburg;  Dr.  J.  Rufus  Bratton, 
Rock  Hill;  Dr.  Jas.  Frank  Kneece,  Blackville;  Dr. 
John  Rickenbacker,  Dillon;  Dr.  Joseph  S.  Smith, 
Lancaster;  Dr.  Richard  M.  Johnson,  Columbia; 
Dr.  James  B.  Galloway,  Columbia;  Dr.  Johnny 
Fulenwider,  Jr.,  Pageland;  Dr.  James  O.  War- 
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Carolina  Medical  Association  member.  Although 
there  are  numerous  insurance  companies  which 
write  group  dental  plans,  we  have  been  unable  to 
locate  a company  willing  to  write  dental  coverage 
for  an  association  group  plan. 

Respectfully  submitted, 

C.  Wallace  Harper,  M.D.,  Chairman 

Committee  Members: 

Edward  C.  Mattison,  M.D. 

David  E.  Cowan,  M.D. 

Kenneth  O’Connor,  M.D. 

E.  Arthur  Dreskin,  M.D. 

James  E.  Cheezum,  M.D. 

Clarence  S.  Davis,  Jr.,  M.D. 


ren,  Sr.,  Dillon;  Dr.  Andrew  T.  Martin,  Cow- 
pens;  Dr.  John  W.  League,  Simpsonville;  Dr. 
Francis  Grant,  Johns  Island;  Dr.  Jesse  Clyde 
Harris,  Lancaster;  Dr.  Christopher  Wood,  Myr- 
tle Beach;  Dr.  Wescoat  Black,  Beaufort;  Dr.  Car- 
roll  Brown,  Walterboro;  Dr.  C.  O.  Spann,  Co- 
lumbia; Dr.  A.  Willis  Hudson,  Columbia;  Dr. 
Lewis  M.  Lide,  Florence;  Dr.  David  Neville, 
Jr.,  Greenwood;  Dr.  Thomas  J.  Watts,  Jr.,  Co- 
lumbia; Dr.  Roberts.  Soloman,  Moncks  Corner; 
Dr.  Herbert  L.  Shinn,  Myrtle  Beach;  Dr.  James 
J.  Chandler,  Sumter;  Dr.  Ernest  Johnson, 
Summerville;  Dr.  Joseph  H.  Cutchin,  Isle  of 
Palms;  Dr.  Edwin  Cochran,  Spartanburg;  Dr. 
Jas.  B.  Galloway,  Columbia;  Dr.  John  L.  Bruce, 
Florence;  Dr.  Eugene  Baker,  Jr.,  Columbia;  Dr. 
A.  Charles  Nauful,  Columbia;  Dr.  Herbert  C. 
Meredith,  MUSC,  Charleston. 

Respectfully  submitted, 

Harold  P.  Hope,  M.D.,  Chairman 

Committee  Members: 

C.  W.  Brice,  Jr.,  M.D. 

Buford  S.  Chappell,  M.D. 

William  C.  Herbert,  Jr.,  M.D. 

Robert  W.  Patton,  M.D. 

W.  Rion  Dixon,  M.D. 

Rufus  H.  Cain,  M.D. 


The  Journal  of  the  South  Carolina  Medical  Association 


NOW  MY  BUSINESS 
IS  AS  GOOD  AS  MY  PRACTICE 


## 


I'm  a physician.  But  I'm  also 
a business  man.  That's  why 
our  clinic  has  a business 
manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  process- 
ing. With  BASMED  we  do  little 
more  than  enter  the  name,  date, 
and  procedure  for  each  patient. 
BASMED  fills  in  the  rest  from 
its  vast  electronic  files.  It  prints 
the  forms  for  the  right  insurance 
companies,  ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 


Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 


The  Medical 
Business  System 


business  application  systems,  inc. 


7334  chapel  hill  road 


raleigh,  n.c.  27607  (919)851-8512 
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COMMITTEE  ON  OCCUPATIONAL  MEDICINE 


The  Committee  on  Occupational  Medicine  has 
met  on  four  occasions  since  our  last  report  in  May 
of  1979.  We  met  May  3,  1979  by  conference 
phone  call;  August  8,  1979  in  Columbia  at  the 
Medical  Association  Building;  October  5,  1979  at 
Myrtle  Beach  during  the  Third  Annual  Educa- 
tion Conference  on  Workmen’s  Compensation 
sponsored  by  the  S.  C.  Industrial  Commission; 
and  we  have  plans  for  a meeting  at  the  Medical 
Association  Building  in  Columbia,  February  25, 
1980. 

The  Chairman  attended  the  SCMA  Leader- 
ship Conference  held  at  Hilton  Head  October 
13-14,  1979  which  had  as  its  purpose  acquainting 
the  Committee  Chairman,  Council  and  Officers 
of  the  Association  with  the  new  Commission/ 
Committee  Structure. 

During  the  year  the  members  worked  to  pro- 
vide consultation  and  expertise  to  the  S.  C.  In- 
dustrial Commission  in  regard  to  the  revised  fee 
schedule.  Members  will  be  working  during  the 
forthcoming  meetings  to  correct  errors  in  the  fee 
schedule. 

Members  of  the  committee  reviewed  a copy  of 
the  Proceedings  of  the  November  1978  Confer- 
ence on  Current  and  Future  Issues  in  Environ- 
mental Public,  and  Occupational  Health,  held  in 
Chicago.  It  was  reviewed  at  the  request  of  the 
Director  of  the  Department  of  Environmental, 
Public  and  Occupational  Health  of  the  AMA. 
After  reviewing  the  report,  our  views  in  report- 
form  were  sent  to  Dr.  Doege,  the  Director  of  that 
AMA  division. 

A member  of  our  committee,  John  F. 
McLaughlin,  Jr.,  M.D.,  attended  the  39th  An- 
nual AMA  Congress  on  Occupational  Health 


MEDIATION  COMMITTEE 

The  Mediation  Committee  of  the  South 
Carolina  Medical  Association  has  not  found  it 
necessary  to  meet  during  the  past  twelve 
months.  This  does  not  mean  that  less  complaints 
were  received,  but  reflects  the  growing  number 
of  component  medical  societies  with  active 
Grievance  Committees  who  are  capably  han- 
dling complaints  that  originate  within  their  juris- 
diction. Currently,  21  out  of  a total  of  37  medical 
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held  October  24-26,  1979  at  the  University  of 
North  Carolina,  Chapel  Hill.  Dr.  McLaughlin 
presented  a report  to  the  committee  on  the  meet- 
ing. In  years  past  a member  of  our  committee  has 
endeavored  to  attend  this  very  important  and 
worthwhile  meeting. 

Members  of  the  committee  participated  in  the 
planning  of  the  Third  Annual  Education  Confer- 
ence on  Workmen’s  Compensation,  and  three  of 
our  members  were  on  the  program. 

The  committee  met  jointly  with  the  S.  C.  In- 
dustrial Commission  February  25,  1980  in  order 
to  maintain  the  continuing  dialogue  related  to 
problems  encountered  by  the  Commission  and 
the  physicians  of  the  state  in  prov  iding  service  to 
the  injured  worker,  to  industry  and  to  each 
other. 

Following  each  meeting,  copies  of  our  minutes 
were  sent  to  our  Commissioner,  J.  Sidney 
Fulmer,  M.D.,  Commission  on  Public  and  Pro- 
fessional Relations. 

Respectfully  submitted, 

W.  J.  Goudelock,  M.D.,  Chairman 

Committee  Members: 

Edward  Slnnunes,  M.D. 

Susanne  G.  Black,  M.D. 

William  C.  Elston,  M.D. 

B.  M.  Montgomery,  M.D.,  Alternate 
L.  D.  Frederick,  M.D. 

John  F.  McLaughlin,  M.D.,  Alternate 
Walter  G.  Coker,  M.D. 

Allen  Slone,  M.D.,  Ex  Officio  Member 
Wayne  C.  Brady,  M.D.,  Ex  Officio  Member 
David  Baxley,  M.D.,  Ex  Officio  Member 


societies  have  active  grievance  committees. 

Seventeen  complaints  came  to  our  committee 
during  the  past  year.  All  but  three  were  referred 
to  the  component  societies.  Two  were  with- 
drawn. After  a three  month  interval,  if  we  have 
not  received  notice  of  satisfactory  closing  of  the 
case,  a follow-up  is  made  to  determine  its  status 
and/or  disposition. 

The  complaints  handled  by  the  Mediation 
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Committee  involved: 

(1)  Complaint  by  a patient  of  an  appointment 
cancellation  without  just  cause.  The  chairman 
spoke  with  the  physician  in  question  and  the 
matter  was  satisfied. 

There  were  two  complaints  withdrawn: 

(1)  Complaint  about  excessive  medical  fees 
was  withdrawn  by  the  patient  after  discussion 
with  the  physician  involv  ed. 

(2)  Complaint  regarding  the  release  of  medi- 
cal records  was  withdrawn  after  discussion  by  the 
patient  and  her  attorneys  with  the  physicians 
involved. 

Respectfully  submitted, 

Boyce  M.  Lawton,  Jr.,  M.D.,  Chairman 

Committee  Members: 

Robert  F.  Marion,  Jr.,  M.D. 

C.  J.  Edens,  M.D. 

James  L.  Walker,  M.D. 

John  R.  Hunt,  M.D. 

Max  A.  Culp,  M.D. 

William  H.  Davis,  M.D. 

J.  Capers  Hiott,  M.D. 

G.  Preston  Edwards,  M.D. 

TASK  FORCE  ON 
EMERGENCY  ROOM  CARE 

The  Task  F orce  is  well  on  the  way  to  instituting 
a test  program  of  the  triage  system.  Since  this 
past  summer,  the  Task  Force  has  developed 
triaging  protocols  with  the  assistance  of  DSS, 
SCHA  and  the  State  Society  of  Emergency  Room 
Physicians.  It  involved  lawyers  representing: 
SCMA,  SCHA  and  DSS  for  the  purpose  of  de- 
veloping a hospital  release  form.  This  form  is  for 
the  prospective  hospital  patient  who  might  be 
triaged  to  a private  physician’s  office  and  has 
been  approved  by  the  three  lawyers  involved. 

The  project  was  held  up  for  approximately 
three  months  while  it  underwent  multiple  com- 
mittee reviews  at  the  SCHA,  but  I believe  this 
has  been  corrected  via  SCMA’s  Executive  Com- 
mittee, who  have  contacted  the  Hospital  Associa- 
tion and  asked  that  the  Association  proceed  with 
the  project. 

DSS  has  exercised  an  exemplary  spirit  of  coop- 
eration and  currently  their  review  of  the  entire 
program.  As  soon  as  this  is  completed  we  will 
hav  e a Task  Force  meeting  and  select  the  three 
test  hospitals  for  the  triage  activity.  These  will  be 


a regional  type  hospital,  one  with  approximately 
100  beds  and  one  small,  less  than  100  beds,  hos- 
pital. 

Other  than  some  unanticipated  delays,  the 
project  is  mov  ing  well  and  should  be  in  full  oper- 
ation at  the  three  hospitals  on  June  1,  1980. 
Respectfully  submitted, 

C.  Guy  Castles,  Jr.,  M.D.,  Chairman 

Task  Force  Members: 

A.  J.  Richards,  Jr.,  M.D. 

William  J.  Strohecker,  M.D. 

Robert  Malanuk,  M.D. 

W.  S.  Houck,  Jr.,  M.D. 

Wayne  C.  Brady,  M.D. 

James  C.  Brice,  M.D. 

Charles  B.  Hanna,  M.D. 

C.  E.  Coker,  Jr.,  M.D. 

E.  Mims  Mobley,  Jr.,  M.D. 

Henry  Frierson,  M.D. 

Mr.  Kester  S.  Freeman,  Jr.,  Administrator, 
Greenville  General  Hospital 
Mr.  Dace  Jones,  President,  Elliott  White 
Springs  Memorial  Hospital 
Mr.  George  Birch.  Liaison  with  Minor  Emer- 
gency Division  and  Triage  System  (SCHA 
Staff) 


SCMA  INSURANCE  PEER 
REVIEW  COMMITTEE 

The  SCMA  Insurance  Peer  Review  Commit- 
tee continues  to  meet  regularly  on  the  first 
Thursday  of  alternate  months. 

The  committee  continues  to  work  with  Blue 
Cross  and  Blue  Shield  with  regard  to  problems 
which  physicians  hav  e had  in  the  area  of  proce- 
dures which  are  not  covered  by  the  carrier. 

The  committee  has  continued  to  be  inv  olved  in 
patterns  of  practice  reviews.  We  did  receive 
some  criticism  in  regard  to  this  function  of  the 
committee  due  to  a lack  of  understanding  of  the 
committee’s  function.  As  a result,  an  article  is 
being  written  for  The  Journal  explaining  the  pro- 
cedures and  functions  of  the  patterns  of  practice 
reviews. 

We  are  constantly  searching  for  ways  to  reduce 
the  amount  of  inv  olvement  of  insurance  carriers 
in  the  physicians’  practice.  We  are  looking  for 
ways  to  focus  on  those  few  physicians  who  abuse 
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the  system  and  relieve  some  of  the  pressure  on 
those  who  are  practicing  quality  medicine. 

We  are  pleased  to  report  that  we  have  signed  a 
contract  with  the  South  Carolina  Department  of 
Social  Services  to  provide  peer  review  of 
Medicaid  claims.  We  hope  to  be  able  to  advise 
them  as  we  have  Blue  Cross  and  Blue  Shield  for 
the  benefit  of  the  physicians  in  South  Carolina  so 
that  we  will  have  a more  just  review  process. 
Since  we  are  now  working  with  the  private  car- 
rier, Medicare  and  Medicaid,  we  hope  to  de- 
velop a closer  working  relationship  among  the 
agencies  in  order  to  reduce  the  time  and  expense 
of  physicians  and  carriers  in  conducting  these 
reviews. 

We  are  trying  to  set  up  a meeting  with  the 
PSRO,  Blue  Cross  and  Blue  Shield,  Medicare 
and  Medicaid  to  attempt  to  arrive  at  a set  of 
uniform  guidelines  which  will  be  acceptable  to  all 
parties  and  which  will  be  used  in  adjudication  of 
claims  in  South  Carolina. 

We  feel  that  we  have  an  excellent  committee. 
We  have  seen  cooperation  from  the  insurance 


carriers  in  the  implementation  of  most  of  our 
suggestions  and  we  feel  that  we  have  been  help- 
ful in  pointing  out  problems  that  the  carriers 
were  unaware  of.  We  will  continue  to  strive  to 
preserve  the  quality  of  medical  care  in  South 
Carolina. 

Respectfully  submitted, 

Daniel  W.  Brake,  M.D.,  Chairman 

Committee  Members: 

Albert  E.  Cremer,  M.D.,  Vice-Chairman 
Charlton  P.  Armstrong,  M.D. 

Sloan  P.  Martin,  Jr.,  M.D. 

Juan  A.  Brown,  M.D. 

W.  W.  Pryor,  M.D. 

R.  Erskine  Moore,  M.D. 

Robert  H.  Stafford,  M.D. 

Kenneth  W.  Smith,  M.D. 

Earl  H.  Godfrey,  M.D. 

Martin  M.  DeBeukelaer,  M.D. 

Melton  R.  Stuckey,  M.D. 

Charles  G.  Sasser,  M.D. 

J.  Y.  White,  M.D. 


LABORATORY  QUALITY  CONTROL  COMMITTEE 


The  Laboratory  Quality  Control  Committee  in 
its  charge  to  promote  high  quality  laboratory 
standards  in  physicians  offices  and  laboratories 
felt  that  the  best  means  by  which  to  accomplish 
this  was  by  encouraging  physician  participation 
in  Quality  Control  Programs  such  as  EXCEL 
sponsored  by  the  College  of  American  Pathology 
and  the  M.L.E.  program  sponsored  by  the 
American  Society  of  Internal  Medicine. 

In  the  past,  to  encourage  participation,  we 
have  sponsored  mass  mailings  to  Family  Prac- 
titioners, General  Practitioners,  Pediatricians, 
Internal  Medicine  Specialists  and  all  OB/GYN 
Specialists  in  South  Carolina.  This  has  proved  to 
be  a failure  since  between  the  two  testing  pro- 
grams, there  are  only  35  such  laboratories  in 
South  Carolina  participating. 

The  Committee  feels  that  individual  personal 
contact  should  prove  to  be  far  more  successful 
and  therefore,  we  requested  and  were  granted  a 
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free  booth  at  the  Annual  Meeting  and  have  in- 
vited representatives  of  both  the  EXCEL  and 
M.L.E.  programs  to  participate.  At  date  of  this 
report,  we  have  not  received  confirmation  from 
these  two  groups,  but  both  groups  have  indicated 
they  are  interested  in  participating.  We  hope 
anyone  having  a laboratory  will  stop  by. 

A telephone  conference  call  Committee  Meet- 
ing was  held  February  26,  1980.  This  conference 
call  confirmed  this  concept. 

Respectfully  submitted, 

Rion  Rutledge,  M.D.,  Chairman 

Committee  Members: 

James  D.  Bearden,  III,  M.D. 

U.  Hoyt  Bodie,  M.D. 

F.  Stewart  Clare,  M.D. 

Ford  A.  Mclver,  M.D. 

Vera  C.  Hyman,  M.D. 

Jack  W.  Rhodes,  M.D. 
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COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION 


The  South  Carolina  Medical  Association 
Committee  on  Continuing  Medical  Education  is 
completing  its  first  year  under  the  direction  of 
the  proposed  and  approved  five-year  plan  for 
SCMA  involvement  in  CME  in  South  Carolina. 
The  committee,  to  date,  is  current  with  those 
activities  which  w7ere  proposed,  the  most  note- 
worthy being  the  publication  of  a statewide  CME 
Calendar  of  Events. 

Dr.  John  Rrown,  Columbia,  is  serving  as 
editor  of  the  calendar.  The  calendar  is  currently 
being  mailed  directly  to  all  SCMA  members  and 
providers  of  CME  in  South  Carolina  on  a quar- 
terly basis. 

The  Committee,  with  the  assistance  of  Gerald 
E.  Costello,  Ed.D.,  Associate  Professor  of 
Health  Education,  USC  School  of  Public  Health, 
is  currently  examining  various  mechanisms  and 
strategies  for  recording  and  maintaining  CME 
credits  for  physicians.  Dr.  Costello  and  Donald 
G.  Murphy,  Educational  Specialist,  Eisenhower 
Medical  Center,  Augusta,  Georgia,  are  currently 
in  the  process  of  conducting  an  extensive  study  of 
this  activity  which  will  hopefully  be  the  basis  for 
the  SCMA  model.  This  activity  is  consistent  with 
the  mandates  outlined  in  the  five-year  plan. 

The  Committee  has  continued  its  on-going  ac- 
tivities in  the  form  of  certification  and  re- 
certification processes  for  the  awarding  of  Cate- 
gory I credits  for  the  Physicians  Recognition 
Award  of  the  AMA.  Anderson  Memorial  Hospital 
w^as  provisionally  certified  by  the  committtee  for 
a period  of  two  years.  Richland  Memorial  Hospi- 
tal and  Greenville  General  Hospital  were  re- 
accredited by  the  Committee  for  a period  of  four 
years.  The  two-year  Anderson  accreditation  is 
based  strictly  upon  the  newness  of  the  program 
and  not  on  any  question  related  to  the  AMA 
“essentials”  not  being  adequately  met.  At  this 
time,  there  are  no  other  accreditation  visits 
pending. 

During  the  past  year,  Committee  members 
have  attended  national  CME  meetings.  Doctors 
Mellette  and  Costello  attended  the  AMA  meet- 
ing on  CME  in  Chicago,  w7hile  Dr.  Mellette  also 


attended  the  LCCME  meeting  in  Phoenix. 

The  Committee  is  currently  very  much  in- 
volved with  the  AMA-LCCME  separation.  The 
Committee  is  hopeful  a resolution  to  this  matter 
will  be  forthcoming  so  that  it  will  be  less  re- 
stricted in  its  relationship  with  the  various  health 
care  groups  involved  in  CME.  The  thrust  of  the 
five-year  plan  was  to  have  the  SCMA  assume  a 
coordinating  role  in  the  state  and  reduce  the 
fragmentation  existing  related  to  CME.  The  cur- 
rent situation  greatly  hinders  this  activity.  It 
should  be  noted  that  a March  meeting  is 
scheduled  between  the  Committee  and  Dr.  L. 
Fenninger,  of  the  Division  of  Continuing  Medi- 
cal Education  at  the  American  Medical  Associa- 
tion. Further  insights  into  the  AMA-LCCME 
problem  are  anticipated,  with  possible  resolution 
strategies  defined. 

The  Committee  re-affirms  its  position  and 
function  to:  (1)  maintain  a quality7  control  position 
in  the  accreditation  of  institutions  washing  to 
awrard  Category  I credit;  (2)  assist  in  the  record 
keeping  of  CME  credits  as  a service  to  physicians 
in  the  state;  (3)  publishing  on  a statewide  basis 
accredited  programs  of  CME  and;  (4)  not  becom- 
ing involved  with  the  actual  programming  of 
medical  meetings  in  competition  with  the  CME 
providers. 

As  Chairman,  I would  like  to  thank  the  Com- 
mittee members  for  their  excellent  attendance  at 
our  meetings  and  for  their  cooperation  in  the 
initiation  of  the  five-year  plan.  Special  thanks  go 
to  the  members  of  the  site  sur\  ev  teams  who 
have  provided  valuable  assistance  in  our  accredi- 
tation processes. 

Respectfully  submitted, 

William  R.  DeLoache,  M.D.,  Chairman 

Committee  Members: 

N.  R.  Baroodv,  M.D. 

John  W.  Brown,  M.D. 

Laurie  N.  Ervin,  M.D. 

J.  G.  Halford,  Jr.,  M.D. 

William  A.  Klauber,  M.D. 
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Raymond  C.  Ramage,  M.D. 

Bruce  W.  White,  Jr.,  M.D. 

J.  Gavin  Appleby,  M.D. 

W.  Marcus  Newberry,  M.D. 

Roderick  Macdonald,  Jr.,  M.D. 

Joseph  A.  DeGrazia,  M.D. 

Benton  M.  Montgomery,  M.D. 

Joe  E.  Freed,  M.D. 

Dana  C.  Mitchell,  Jr.,  M.D. 

Frederick  G.  Jones,  M.D. 

C.  W.  Brice,  Jr.,  M.D. 

R.  Ramsey  Mellette,  M.D. 

Kenneth  N.  Owens,  M.D. 

Charles  H.  Frenzel,  Consultant 
Thomas  D.  Darby,  Ph.D.,  Consultant 
Gerald  E.  Costello,  Ed.D.,  Consultant 


PRESIDENT’S  LUNCHEON 
The  Myrtle  Beach  Hilton 
Center  and  East  Ballrooms 
Saturday,  May  3,  1980 
12:30  p.m. 

Harrison  L.  Peeples,  M.D.,  E still 
SCMA  President,  Presiding 

Invocation 

Recognition  Awards  Presentation 
Installation  of  the 
New  SCMA  President 


ELECTIONS  1980 


OFFICERS: 


COUNCILORS: 


AMA  DELEGATE: 
AMA  ALTERNATE: 


President-Elect* 

First  Vice  President 
Second  Vice  President 
Secretary 

Dist.  2:  James  H.  Herlong,  M.D. 

Kenneth  N.  Owens,  M.D. 

Dist.  4:  Ted  J.  Roper,  M.D. 

Leonard  Douglas,  M.D. 

Dist.  6:  James  S.  Garner,  Jr.,  M.D. 
Dist.  8:  Randolph  D.  Smoak,  Jr.,  M.D. 

Waitus  O.  Tanner,  M.D. 

Term  expires  12/31/80 

Donald  G.  Kilgore,  Jr.,  M.D. 

Term  expires  12/31/80 


STATE  BOARD  OF  Dist.  6:  Harold  S.  Gilmore,  M.D. 

MEDICAL  EXAMINERS:  At  Large:  Vernon  E.  Merchant,  Jr.,  M.D. 


BOARD  OF  DIRECTORS:  SOCPAC 

Edward  Haskell,  M.D.,  moved  out  of  state 
Council  nominates  Clay  Evatt,  M.D. 


* Not  eligible  for  re-election. 
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RESOLUTIONS  TO  BE  PRESENTED  AND 
VOTED  ON  AT  ANNUAL  MEETING 


SUBMITTED  BY:  SCMA  DISABLED  DOCTORS’  PROGRAM  COMMITTEE,  S. 

HUNTER  RENTZ,  M.D.,  CHAIRMAN 
SUBJECT:  ROBERT  L.  SOLOMON,  M.D. 


WHEREAS,  Robert  L.  Solomon,  M.D.,  of 
Moncks  Corner,  saw  a need  in  South  Carolina  for 
a Disabled  Doctors’  Program  as  early  as  1976; 
and 

WHEREAS,  he  gave  during  his  lifetime  un- 
selfish and  dedicated  service  in  focusing  atten- 
tion and  organizing  an  effort  to  meet  this  need; 
and 

WHEREAS,  the  work  that  is  continuing  to  be 
done  is  indebted  to  his  tireless  service;  now, 
therefore 

BE  IT  RESOLVED  that  the  Disabled  Doctors 
Program  Committee  of  the  South  Carolina  Med- 


ical Association  continues  to  labor  for  Dr.  Sol- 
omon’s original  dream  and  thanks  him  for  such 
insight  and  direction;  and 

BE  IT  FURTHER  RESOLVED  that  a copy  of 
this  Resolution  be  sent  to  his  county  society  and 
to  Dr.  Solomon’s  family  members,  as  well  as  the 
South  Carolina  Medical  Association  House  of 
Delegates. 

Adopted  by  the  Disabled  Doctors  Program 
Committee  of  the  South  Carolina  Medical  As- 
sociation, S.  Hunter  Rentz,  M.D.,  Chairman, 
this  20th  day  of  February,  1980. 


SUBMITTED  BY:  HORRY  COUNTY  MEDICAL  SOCIETY 
SUBJECT:  FULL  DISCLOSURE  BY  PRIVATE  HEALTH  INSURANCE  COM- 
PANIES OF  LIMITATIONS  OF  BENEFITS  OF  HEALTH  INSURANCE 
POLICIES 


WHEREAS,  the  public  as  they  purchase  or 
receive  from  their  employees  health  insurance, 
often  are  not  aware  of  the  cost  of  medical  care  in 
the  State  for  comparison  with  the  benefits  of  their 
policy  and 

WHEREAS,  the  health  insurance  companies 
usually  do  not  provide  such  a comparison  for 
their  clients  and  often  supply  deceptive  advertis- 
ing, 

WHEREAS,  the  many  citizens  of  South 
Carolina  find  that  their  health  insurance  cover- 
age comes  up  short  as  they  attempt  to  pay  their 
health  care  bills;  THEREFORE, 

BE  IT  RESOLVED  that  the  Horry  County 
Medical  Society  calls  upon  the  South  Carolina 
Medical  Association  at  its  next  annual  meeting  to 
go  on  record  supporting  the  concept  that  insur- 


ance companies  providing  health  insurance  for 
the  citizens  of  South  Carolina  be  required,  at  the 
time  of  issue  of  the  policy  and  at  least  annually,  to 
provide  specific  information  as  to  the  coverage 
the  policy  provides  as  compared  to  the  most  cur- 
rent figures  available  for  both  hospital  and  physi- 
cian fees  in  the  State;  AND  THEREFORE, 

BE  IT  FURTHER  RESOLVED,  that  South 
Carolina  Medical  Association  recommend  a simi- 
lar resolution  to  the  Insurance  Commission  of  the 
State  of  South  Carolina  to  assist  in  implementing 
this  requirement;  and  furthermore,  if  the  Insur- 
ance Commission  of  the  State  of  South  Carolina 
cannot,  or  does  not  see  fit  to  require  this,  that  the 
South  Carolina  Medical  Association  officially  re- 
quest South  Carolina  State  Legislature  to  formu- 
late a law  for  the  establishment  of  same. 


April,  1980 
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SOCPAC  BANQUET  SPEAKER 


CONGRESSMAN  CARROLL  A.  CAMPBELL,  JR. 


The  South  Carolina  Political  Action  Commit- 
tee this  year  will  host  a reception  and  banquet  on 
Friday,  May  2,  1980,  beginning  at  7:30  p.m.  on 
the  Mezzanine  of  the  Myrtle  Beach  Hilton.  Tick- 
ets will  be  available  at  the  SCMA  registration 
desk. 

Congressman  Carroll  A.  Campbell,  Jr., 
elected  November  7,  1978  to  represent  South 
Carolina’s  Fourth  District,  will  be  the  special 
guest  speaker. 

Congressman  Campbell  was  born  in  Green- 
ville, attended  Greenville  public  schools, 
McCallie  and  the  University  of  South  Carolina. 
He  is  married  to  the  former  Iris  Rhodes,  of  Lib- 
erty. The  Campbells  maintain  a farm  in  Fountain 
Inn  and  they  have  two  children,  Carroll,  III,  and 
Richard  Michael. 

Campbell  is  a businessman  and  farmer,  first 
elected  to  the  South  Carolina  State  House  of 
Representatives  in  1970  and  re-elected  in  1972. 
During  his  tenure  in  the  South  Carolina  House, 
he  served  as  assistant  minority  leader  and  first 
vice-chairman  of  the  Medical,  Military,  Public 
and  Municipal  Affairs  Committee. 

In  1974,  Campbell  was  a candidate  for  Lieu- 
tenant Governor  and  in  1975  he  was  appointed 
executive  assistant  to  Governor  James  B.  Ed- 
wards. While  serving  in  the  executive  branch  of 
the  state  government,  he  represented  the  Gov- 
ernor on  the  Board  of  Trustees  of  the  Medical 
University  of  South  Carolina. 

In  1976,  Congressman  Campbell  was  elected 
to  the  South  Carolina  State  Senate  where  he 
served  on  the  Medical  Affairs,  Banking  and  In- 
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surance,  Education,  Judiciary  and  General 
Committees.  He  was  a delegate  to  the  1976  Re- 
publican Convention  and  an  alternate  to  the  1972 
Republican  National  Convention. 

Campbell  is  listed  in  “Who’s  Who  in  American 
Politics,”  “Who’s  Who  in  South  Carolina”  and 
“Personalities  of  the  South.  ” He  is  a past  member 
of  the  State  Developmental  Disabilities  Council, 
the  Governor’s  Committee  on  Employment  of 
the  Handicapped,  and  the  Advisory  Council  to 
the  White  House  Conference  on  Handicapped 
Individuals.  He  has  also  served  as  Chairman  of 
the  district  March  of  Dimes  and  Honorary 
Chairman  of  the  district  Arthritis  Foundation 
Drive. 

The  Congressman  is  a life  member  of  the  Ser- 
toma  International,  a Mason,  and  the  recipient  of 
many  awards,  including  the  Jaycee  Distin- 
guished Service  Award,  the  Woodmen  of  the 
World  Citizenship  Award,  the  Sertoma  Citizen- 
ship Award,  the  Knights  of  Columbus  Award  and 
the  Rehabilitation  Association  Citizenship 
Award. 

He  serves  on  the  House  Committee  on  Bank- 
ing, Finance  and  Urban  Affairs  and  the  Commit- 
tee on  House  Administration,  as  well  as  eight 
sub-committees. 

Campbell  also  serves  on  the  Steering  and  Pol- 
icy Committee  of  the  Congressional  Textile 
Caucus  of  the  U.  S.  House  of  Representatives.  In 
addition  to  his  House  committees,  he  serves  on 
the  Republican  Policy  Committee,  the  National 
Republican  Congressional  Committee  and  the 
National  Advisory  Board  of  Directors  of  Young 
Americans  for  Freedom,  Inc. 
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TEGA-SPAN  CAPELLETS 

FOR  MORE  ADVANCED  NICOTINIC  ACID  THERAPY 

Each  capsule  contains:  . . . 400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  cholesterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with 
or  after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  great  frequency  early  in  therapy;  in  order  to  avoid 
these,  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  ENJECTABLES  IN  THE 
SOUTHEAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 


ORTEGA  PHARMACEUTICAL  CO.,  INC.:  JACKSONVILLE,  FLORIDA  32205 


Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28204 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory' L.  Flovd  J.  Ray  Jackson  Ed  J.  Hagman 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274  P.  O.  Box  21483  Tel.  803/772-5584 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602  Columbia,  S.  C.  29211 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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THE  ANNUAL  MEETING:  "UNITY  AND  CONCERT  OF  ACTION" 


The  story  has  been  told  before,  but  perhaps 
merits  re-telling  as  we  prepare  for  the  1980  an- 
nual meeting  as  a strong  and  still-growing  associ- 
ation. 

Ours  is  not  the  first  permanent  medical  or- 
ganization in  South  Carolina.  First  came  the 
Medical  Society  of  South  Carolina,  founded  in 
1783  by  ten  Charleston  practitioners.  For  over 
sixty  years,  that  body  stood  for  scientific 
medicine  in  our  state.  It  maintained  a journal  and 
made  some  noteworthy  contributions  to  botany 
and  climatology  through  such  physician-natural- 
ist members  as  Dr.  Elisha  Poinsett  and  Dr. 
David  Ramsay.  Activities  in  the  public  interest 
included  the  publication  of  a fee  bill  in  1798, 
which  stated  frankly  in  the  preamble: 

“.  . . .we  have  been  guided  by  a Spirit  of 
Moderation.  . . . Much  Time  and  Money 
must  be  expended  in  acquiring  a Stock  of 
Knowledge,  sufficient  for  honestly  practicing 
Physic;  People  of  other  Professions,  have  a 
Portion  of  Time  every  Day  to  themselves;  but 
Physicians  must  submit  to  have  their  Hours  of 
Meals,  or  social  Intercourse,  and  of  Rest,  dis- 
turbed, in  all  the  varieties  of  Weather,  by  sud- 
den Calls,  requiring  immediate  Attention.  On 
the  other  Hand,  it  has  been  duly  considered, 
that  the  Times  are  hard,  and  Money 
scarce.  ...” 

The  Medical  Society  of  South  Carolina  played  an 
active  role  in  the  formation  of  the  state  s first 
permanent  medical  school. 

Our  present  medical  association  grew  out  of 
the  concern  of  the  Medical  Society  of  South 
Carolina,  first  expressed  in  1841,  that  a statewide 
convention  would  be  useful  for  “promoting  the 
usefulness  and  welfare  of  the  Medical  profession 
in  the  state.”  Little  was  done  toward  this  aim 
until  1847,  when  members  of  the  organization 
participated  in  the  formation  of  the  American 
Medical  Association.  South  Carolina  physicians 
were  prominent  among  the  officers  and  leaders  of 
the  fledgling  AMA,  and  they  returned  to 
Charleston  with  a sense  of  urgency  about  forming 
a more  representative  state  association.  An  essay 
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in  the  Charleston  Medical  Journal  noted  that: 

“.  . . . We  have  as  enlightened  physicians, 
and  as  high  minded  and  honorable  men, 
among  our  body  as  can  be  found  in  any  State  in 
the  Union,  and  yet  our  influence  over  the 
community  is  confessedly  very  small,  from  the 
want  of  unity  and  concert  of  action  among  our- 
selves. We  would  earnestly,  therefore,  call 
upon  the  profession  throughout  the  State  to 
come  forward  and  join  in  one  united  effort 
....  The  call  is  for  a Convention  of  Physicians 
from  the  WHOLE  STATE,  not  a part.” 

The  organization  convention  for  our  present  as- 
sociation met  in  Charleston  in  1848. 

The  resolutions  passed  at  the  first  convention 
reflect  many  concerns  which  have  persisted  to 
this  day:  relationships  with  pharmacists  and  the 
drug  industry,  with  medical  schools,  with  the 
state  legislature,  and  with  all  physicians  of  the 
state.  Concerns  were  especially  expressed  about 
the  qualifications  of  physicians,  anticipating  the 
need  for  a uniform  method  of  licensing.  Dr. 
James  Moultrie,  Jr.,  who  had  been  the  first  vice 
president  of  the  American  Medical  Association, 
was  elected  president. 

When  the  SCMA  was  formed,  there  were  757 
practicing  physicians  in  South  Carolina,  of  whom 
717  were  diplomated.  Growth  of  the  SCMA  was 
slow.  Only  39  physicians  attended  the  fifth  meet- 
ing in  1853,  and  only  47  physicians  attended  the 
annual  meeting  in  1856.  An  editorial  in  the 
Charleston  Medical  Journal  in  1860  observed 
that  the  annual  meetings  had  been  characterized 
by 

. . .A  small  attendance;  failure  on  the  part 
of . . . committees  to  report  ...  a lack  of  in- 
teresting discussions  on  any  scientific  topic; 
the  absence  of  all  enthusiasm  and  interest 

The  Civil  War  and  the  Reconstruction  period 
which  followed  were  disastrous  to  organized 
medicine;  when  the  annual  meeting  opened  in 
Columbia  in  1876,  only  16  physicians  were  pres- 
ent. 

Designation  of  the  SCMA  as  the  State  Roard  of 
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Health  by  the  legislature  in  1878  may  have  given 
our  organization  a great  impetus  to  become  a 
stronger  body.  By  the  end  of  the  century,  the 
SCMA  had  established  its  identity  as  the  advo- 
cate for  scientific  medicine  in  South  Carolina. 
Thus,  in  1900,  it  was  the  SCMA  that  appointed  a 
committee  at  the  annual  meeting  to  go  before  the 
state  legislature  to  oppose  efforts  of  medical  stu- 
dents to  abolish  the  Board  of  Medical  Examiners. 

The  first  decade  of  the  twentieth  century  wit- 
nessed major  changes  in  our  organization.  There 
was  a major  reorganization  of  both  the  SCMA  and 
of  most  county  medical  societies.  A new  constitu- 
tion was  approved.  Participation  by  both  practic- 
ing physicians  and  invited  speakers  at  the  annual 
meeting  increased.  In  1905,  the  Journal  was 
started;  South  Carolina  was  the  first  Southern 
state  to  attempt  a regular  medical  periodical,  and 
the  twelfth  state  in  the  entire  country  to  do  so. 
The  annual  meeting  and  the  Journal  stimulated 
interest  in  medical  affairs  throughout  the  state. 

Insufficient  time  has  passed  to  permit  a proper 
historial  perspective  on  the  outcomes  of  annual 
meetings  over  the  past  fifty  years.  The  strength  of 
the  SCMA  has  grown,  although  the  problem  of 


not  representing  all  physicians  in  the  state  re- 
mains with  us.  Some  of  the  scientific  functions  — 
most  notably  that  of  serving  as  the  State  Board  of 
Health  — have  been  relinquished.  The  growth  of 
specialty  and  subspecialty  societies  within 
medicine  has  diluted  the  importance  of  the  an- 
nual meeting  as  an  information  source  for  prac- 
titioners. It  is  encouraging  to  note  that  some  of 
the  specialty  societies  are  now  planning  their 
annual  meetings  in  conjunction  with  that  of  the 
SCMA.  This  trend,  combined  with  improve- 
ments in  our  own  scientific  program,  will  hope- 
fully improve  attendance  so  that  we  might  more 
nearly  fulfill  the  dream  of  133  years  ago  for  “unity 
and  concert  of  action  among  ourselves.” 

— CSB 

REFERENCES 

1.  A Brief  History  of  the  South  Carolina  Medical  Association 
(Charleston:  The  South  Carolina  Medical  Association, 
1948). 

2.  Waring  JI:  A History  of  Medicine  in  South  Carolina  1825- 
1900  (Columbia:  The  South  Carolina  Medical  Association, 
1967). 

3.  Waring  JI:  A History  of  Medicine  in  South  Carolina  1900- 
1970  (Columbia:  The  South  Carolina  Medical  Association, 
1971). 


An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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A WORD  ABOUT  THE  PRESENT  — A GLIMPSE  INTO  THE  FUTURE 

To  serve  as  President  of  the  South  Carolina  Medical  Association  is  indeed  a great  honor.  It  was  not  for 
the  honor  alone,  however,  that  I accepted  this  position,  but  for  the  opportunity  to  serve  with  the 
prayerful  hope  that  I might  in  some  way  make  a contribution  to  the  principles  and  ideals  ol  this  essential 
organization  which  is  dedicated  to  the  furtherance  of  good  qualities  ol  the  medical  profession  and  to 
medical  service  to  our  population.  We  must  ignite  that  spark  ol  unity  among  us  and  survive  as  a 
voluntary  organization  if  we  are  to  maintain  an  unfettered  practice  ol  medicine  where  the  genius  ol  each 
may  mature.  For  whatever  progress  made  during  the  year,  let  me  give  credit  to  the  devoted  and 
dedicated  officers,  councilors,  commissioners,  committees  and  to  all  of  the  excellent  staff  who  make  up 
the  organization.  Without  their  input  and  support,  there  would  be  no  progress.  As  I depart,  I do  so  with 
the  full  knowledge  and  belief  that  our  organization  will  be  in  good  hands  under  the  leadership  of  Halsted 
Stone.  We  as  a profession  will  face  many  challenges,  and  I urge  you  to  work  together  for  the  common 
good. 

Based  on  material  presented  recently  at  the  AM  As  National  Leadership  Conference  and  study  of  the 
events  of  the  recent  past,  let  me  give  you  some  prediction  for  the  near  future.  II  you  have  observed  the 
trends  that  developed  in  our  society,  you  find  that  we  tend  to  be  crisis-oriented,  going  from  one 
perceived  course  to  another,  with  the  result  that  the  pendulum  swings  from  one  extreme  to  another.  We 
have  reached  the  periphery  of  this  swing  in  two  areas  which  affect  us. 

The  first  is  the  anti-government  swing  in  which  there  is  general  skepticism  about  government  s ability 
to  readily  solve  problems.  Many  feel  that  government  is  the  problem  and  they  offer  solutions  for 
problems  which  are  non-existent  or  at  best  could  be  solved  by  the  private  sector.  Witness  the  swing 
away  from  regulations  as  espoused  by  the  current  group  of  Presidential  contenders.  Witness,  too,  the 
recent  curtailment  placed  on  the  FTC  and  witness  the  Jarvis  philosophy  extending  into  states  other  than 
California.  All  indicate  that  the  people  want  their  problems  solved  in  a different  manner. 

The  second  swing  involves  the  health  care  enterprise.  This  comes  about  because  we  are  leaving  the 
physician  shortage  era  and  by  mid-1980,  there  will  be  an  abundance,  if  not  an  actual  excess,  of  practicing 
physicians.  Some  predict  that  there  will  be  50  to  100  percent  more  practicing  physicians  than  in  the 
recent  past.  The  full  impact  of  this  abundance  of  physicians  will  make  a great  impact  on  any  current 
issues  being  discussed  now.  Thinking  in  terms  of  anti-government  and  physician  abundance,  let’s  see 
how  it  may  affect  issues. 

National  Health  Insurance  (Kennedy  style)  is  an  issue  of  the  early  1970’s,  not  obtainable  now.  There 
will  probably  be  compromise  Medicare/Medicaid  modifications  and  a catastrophic  insurance  of  some 
sort,  but  one  in  which  the  private  sector  will  have  a major  role  to  play. 
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Even  though  the  physician  abundance  was  brought  about  as  a result  of  crisis  thinking  on  the  part  of  the 
federal  government  — and  now  we  hear  predictions  by  the  government  of  an  excess  of  physicians  — 
there  is  a rush  to  stop  capitation  grants  to  medical  schools.  This  probably  won’t  materialize  and  there  will 
be  in  effect  a freeze  on  the  status  quo  (maybe  state  modifications  of  numbers  of  students).  There 
probably  will  be  a moderate  turnoff  of  foreign  medical  graduates.  There  will  be  a standstill  until  the  next 
“crisis”  occurs. 

There  will  be  changes  brought  about  for  the  non-M.D.  health  professionals  (nurse  practitioners, 
physicians’  assistants  and  allied  health  professionals).  All  of  these  providers  were  brought  in  at  a time  of 
shortage  of  physicians  and  they  have  attained  a degree  of  acceptance.  They  will  fight  to  keep  their  stature 
and  will  seek  legislative  assistance  to  do  so.  Such  legislative  assistance  has  been  sought  during  the 
historic  developments  in  the  areas  of  optometry,  podiatry,  chiropractic  and  others,  and  substantiates 
this  belief.  These  two  swings  of  the  pendulum  will  play  heavily  on  the  future  of  HMO’s,  health  planning, 
PSRO’s,  drug  laws,  etc.  The  future  abundance  of  physicians  will  produce  some  competition,  but  not  at 
less  cost  as  predicted  by  many.  Each  new  physician  will  generate,  according  to  some,  about  $300,000  of 
the  total  health  cost.  Physicians  will  not  practice  a 70-hour  work  week.  There  will  be  more  free  time.  If 
we  will  use  this  free  time  to  plan  voluntarily  the  best  method  of  delivery  care  to  our  people,  we  will  have 
an  opportunity  to  plan  our  destiny  to  our  own  benefit  and  to  the  benefit  of  our  patients.  Now  is  the  time 
to  start. 

Let  me  leave  you  with  a few  words  of  caution.  In  order  to  meet  the  needs  of  our  membership,  we  must 
form  corporations,  affiliates,  and  quasi-affiliates.  These  organizations  are  and  will  be  necessary  if  we  are 
to  be  a full-fledged  service  organization  capable  of  fulfilling  our  mission. 

The  Association  (Council  and/or  the  House  of  Delegates)  must  maintain  methods  and  procedures  so 
that  restraint  may  be  exercised  with  regard  to  the  organizations,  and  maintain  the  ability  to  correct  any 
divergent  acts  which  may  develop  which  may  not  be  in  the  best  interest  of  the  profession.  The  best 
interest  of  the  profession  must  be  determined  by  the  elected  members  of  the  parent  organization  and 
they  alone  must  be  held  accountable  for  all  activities.  I commend  the  current  commonness  of  purpose 
mainfested  by  our  present  affiliates  and  predict  much  success  in  the  future. 

To  close,  I would  quote  from  Justice  Louis  T.  Brandeis,  and  I leave  you  with  this  thought  on  our 
relationship  with  the  government:  “Experience  should  teach  us  to  be  more  on  our  guard,  to  protect  our 
liberties  when  the  government’s  purpose  is  benefieient  — the  greatest  dangers  to  liberty  lurk  in 
insidious  encroachment  by  Men  of  Zeal,  well-meaning  but  without  understanding.  ” 


Respectfully, 

Harrison  L.  Peeples,  M.D.,  President 


“Better  Health  Through  Health  Education ” 
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AUXILIARY 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION  AUXILIARY  CONVENTION 
MYRTLE  REACH  HILTON,  ARCADIAN  SHORES 
APRIL  30,  MAY  1-2,  1980 

PHONE  803  449-7461  $3.00  registration  fee  for  each  member 

Please  fill  in  (type  or  print)  the  registration  form  and  check  the  desired  activities.  This  form,  along  with 
your  check  payable  to  the  SCMA  Auxiliary  Convention  Fund,  must  be  mailed  prior  to  the  April  15,  1980 
deadline  to:  Marianne  Kochanski 
136  Southlake  Road 
Columbia,  S.  C.  29204 

Tickets  will  be  held  at  the  desk  during  registration  hours  only.  This  is  necessary  to  make  your  convention 
a success.  Thanks  for  your  cooperation. 

NAME  


FIRST  NAME 

ADDRESS 

CITY 


Check  enclosed  for  $ Registration  fee  $3  ( ) Where  staying 

Friday,  May  2 Membership  Luncheon  $10  ( ) Past  State  President  ( ) 

WEDNESDAY,  APRIL  30,  1980 

( ) 5 - 7 p.m.  REGISTRATION,  Lobby 

THURSDAY,  MAY  1,  1980 

( ) 8:30  - 10  a.m.,  1 - 5 p.m.  REGISTRATION,  Lobby 

( ) 8:30  - 9:30  a.m.  COMPLIMENTARY  CONTINENTAL  RREAKFAST,  President’s  Suite 
( ) 10  a.m.  EXECUTIVE  BOARD  MEETING,  Mezzanine  Floor 

( ) 3:30  p.m.  DOCTOR’S  WIFE  SHARES  HER  SKILL  — Chinese  Cooking  Demonstration, 
Mezzanine  Floor 

( ) 6 - 7:30  p.m.  COMPLIMENTARY  EXHIBITOR’S  RECEPTION,  Exhibit  Hall 
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FRIDAY,  MAY  2,  1980 

( ) 8:30  a.m.  - 12:30  p.m.  REGISTRATION,  Lobby 
( ) 8:30  - 9:30  a.m.  COMPLIMENTARY  BREAKFAST,  Verandah  Bar 
( ) 10  a.m.  GENERAL  MEETING  AND  HOUSE  OF  DELEGATES.  Mezzanine  Floor 
( ) MEMBERSHIP  LUNCHEON  HONORING  PAST  STATE  PRESIDENTS 
Sherry  12:30  p.m..  Lunch  1 p.m. 

Price  S10,  Place  — ANOTHER  WORLD  (top  floor) 

Guest  Speakers  — Glenda  Bates,  Cuthbert.  Georgia,  Southern  Vice 
President,  AMA  Auxiliary 

Margaret  Yow,  President,  Woman  s Auxiliary  to  the  SMA 
( ) 3 p.m.  POST  CONVENTION  BOARD  MEETING,  Mezzanine  Floor 

SATURDAY,  MAY  3,  1980,  7:30  a.m. 

( ) SHAPE  UP  FOR  LIFE  FUN  RUN,  Sponsored  by  SCMA  and  Blue  Cross-Blue  Shield 

Complimentary  t-shirts  for  all  participants  in  two  mile  beach  run 

Scrapbooks  will  be  on  display  but  not  judged.  Newsletters  will  be  critiqued. 


Give 
the  most 
thoughtful  of 
tributes  in  honor 
of  someone  you  care  for 
through  Memorial  Gifts. 


South  Carolina  Lung  Association 
1817  Gadsden  St. 
Columbia,  S.  C.  29201 


We  Have  Cash  For 

HEALTH 

PROFESSIONALS 


We  have  unlimited  funds  available  for  you  for: 
Taxes  . . . Tuition  . . . Debt  Consolidation  . . . Invest- 
ments ...  or  for  any  reason  that  you  may  need  ad- 
ditional capital.  Best  of  all,  in  most  cases  under 
our  new  SALE/LEASEBACK  PROGRAM  ...ALL 
PAYMENTS  ARE  100%  TAX  DEDUCTIBLE  ...  and 
$10,000  to  $100,000  is  available. 

You  will  find  our  terms  to  be  the  most  attractive 
available  anywhere  in  the  country.  We  will  buy 
your  used  equipment  at  today’s  replacement  value 
and  lease  it  back  to  you.  You  may  have  paid 
$20,000  for  your  equipment  10  years  ago.  We  will 
buy  it  for  as  much  as  $40,000  today. 

Our  FREE  Confidential  Computerized  Tax 
Analysis  will  show  you  how  our  sale/leaseback 
program  can  beat  the  cost  of  the  average  bank 
loan  by  $5,000  or  more! 

Phone  or  Write  today  for  complete  details  on 
this  plus  our  other  financial  services  which  in- 
clude Signature  Loans,  Accounts  Receivable 
Financing  and  New  Equipment  Leasing. 


RICHARD  P.  DAEGER 
9614  Windsor  Lake  Boulevard 
Columbia.  S.  C.  29206 
(803)  788-8653 
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ON  THE  COVER 


The  SCM  A Annual  Meeting  is  again  scheduled 
for  Myrtle  Beach,  South  Carolina,  part  of  the 
famous  “Grand  Strand,”  60  miles  of  curving 
coastline  on  the  Atlantic  Ocean. 

Thousands  of  ocean  front  accommodations, 
from  towering  plush  hotels,  motels  and  con- 
dominium complexes,  to  family-sized  efficiency 
apartments  and  campsites,  are  available  year- 
round.  The  average  year-round  temperature  is 
72  degrees. 

The  Grand  Strand  abounds  with  golf  courses, 
tennis  courts,  fishing  marinas,  amusement  parks 
and  restaurants.  All  types  of  nightlife,  from 
quiet,  romantic  bars  and  lounges  to  the  fast 
sounds  of  rock  n roll  and  disco,  are  part  of  the 
Grand  Strands  variety  of  activities.  Every  type  of 
cuisine  imaginable  can  be  found  on  The  Grand 
Strand,  including  coastal  specialties,  European 
style,  Southern  style,  or  fast  food. 

Miles  and  miles  of  surf  are  open  to  the  public. 
The  Gulf  Stream,  just  35  miles  offshore,  warms 
the  Atlantic  Ocean,  and  at  low  tide,  the  beach 
grows  to  more  than  one-eighth  of  a mile  wide  in 
many  sections. 

All  these,  and  more,  combine  to  make  The 
Grand  Strand  one  of  the  most  popular  seaside 
resorts  along  the  East  Coast. 


ERRATUM 

In  the  February,  1980  issue,  we 
stated  that  the  McLeod  Regional 
Medical  Center  in  Florence  had  “the 
first  women  Chief  of  Staff  in  the 
state.” 

Dr.  Ethel  Madden  served  as  Chief 
of  Staff  of  the  South  Carolina  Baptist 
Hospital  in  1972. 


CLASSIFIED 

WANTED  FULL-TIME  FACULTY  MEM- 
BER WITH  ESTABLISHED  FAMILY  PRAC- 
TICE Residency  Program  in  South  Carolina. 
Residency  trained.  Board  Certified  Family 
Physician.  Practice  and/or  teaching  experience 
preferred.  University  affiliation  with  faculty  ap- 
pointment. Salary  negotiable,  excellent  benefits. 
Send  all  inquiries  and  curriculum  vitae  to:  Direc- 
tor of  Family  Practice  Residency,  Center  for 
Family  Medicine,  701  Grove  Road,  Greenville, 
SC,  29605,  EOE  (803)  242-7831. 
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A SURVEY  OF  HEMOGLOBIN  VARIATIONS  IN  SOUTH 
CAROLINA* 

ARTHUR  F.  DiSALVO,  M.D. 

LUCY  L.  SCARBOROUGH,  M.T.  (ASCP) 


“ Hidden  Talent  Counts  for  Nothing.” 

NERO 

Just  as  hidden  talent  counts  for  nothing,  in- 
formation which  is  not  shared  with  those  who 
generate  it  or  those  who  can  best  utilize  the  data 
is  of  little  value.  In  this  paper,  we  would  like  to 
share  with  the  physicians  of  South  Carolia  some 
of  the  data  acquired  by  the  Bureau  of  Laborato- 
ries of  the  South  Carolina  Department  of  Health 
and  Environmental  Control. 

A program  established  in  1972  to  detect  pa- 
tients with  sickle  cell  anemia  and  sickle  cell  trait 
provided  the  basis  for  a comprehensive  survey  of 
hemoglobin  variations  in  South  Carolina.  From 
June  1,  1972  until  June  30,  1979,  almost  180,000 
blood  specimens  were  examined  by  the  Bureau 
of  Laboratories.  This  paper  reports  the  findings 
of  these  studies.  The  clinical  significance  of  vari- 
ous hemoglobin  types  will  not  be  discussed. 

Normal  hemoglobin  consists  of  four  polypep- 
tide chains  (2  alpha  chains  and  2 beta  chains)  with 
a heme  molecule  attached  to  each  chain.  Most 
abnormal  hemoglobins  result  from  a single  amino 
acid  substitution  on  one  of  the  polypeptide 
chains.  Some  hemoglobinopathies  are 
symptomatic,  producing  clinical  and  laboratory 
evidence  of  disease,  while  others  produce  few  or 

* From  the  Bureau  of  Laboratories,  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control,  Columbia, 
S.  C.  29201. 


no  symptoms.  Over  200  hemoglobin  variations, 
which  are  generally  controlled,  have  been  de- 
scribed. 

By  adapting  our  procedures  and  techniques  for 
the  purpose  of  screening,  we  were  able  to  utilize 
a small  amount  of  capillary  blood  collected  on 
filter  paper  usually  obtained  from  a fingerstick. 
This  type  of  specimen  is  convenient  for  mailing, 
rapid  processing  and  examination.  As  many  as 
200  such  samples  can  easily  be  tested  by  one 
technologist  in  a normal  work  day. 

Hemoglobin  electrophoresis  is  the  most  prac- 
tical method  used  in  the  diagnosis  of  hemoglo- 
binopathies. The  procedures  which  have  been 
incorporated  in  the  screening  scheme  include: 
(1)  cellulose  acetate  electrophoresis,  used  in  the 
initial  screening;  (2)  citrate  agar  electrophoresis, 
used  to  separate  hemoglobins  which  migrate  at 
the  same  rate  on  cellulose  acetate;  and  (3)  solubil- 
ity tests,  used  to  confirm  the  presence  of  HbS.  By 
this  protocol  a final  diagnosis  is  reported  on 
hemoglobins  AA,  AS,  AC  and  SC,  which  repre- 
sent 98.9%  of  the  findings. 

To  identify  those  hemoglobins  which  could  not 
be  confirmed  by  the  above  procedures,  a whole 
blood  specimen  was  obtained  from  the  patient 
and  forwarded  to  the  reference  laboratory  at  the 
Medical  College  of  Georgia,  Augusta,  Georgia. 
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This  laboratory,  which  can  perform  more  sophis- 
ticated analytical  and  diagnostic  tests  for  deter- 
mining hemoglobin  structure,  is  under  the  direc- 
tion of  Dr.  T.  H.  J.  Huisman,  a world  renowned 
authority  on  hemoglobinopathies. 

During  the  seven  years  of  screening,  179,973 
specimens  were  examined  by  hemoglobin  elec- 
trophoresis. The  number  of  specimens  from  pri- 
vate physicians’  offices  and  county  health  de- 
partments is  shown  in  the  figure  by  fiscal  year. 


Specimens  Examined  For  Hemoglobin  Types  In  South  Carolina 


FISCAL  YEAR 


Data  compilation  and  statistical  analysis  was 
accomplished  by  computer  processing.  The  data 
were  purged  for  multiple  examinations  on  the 
same  patient,  followed  by  a manual  review  of  the 
printout  of  abnormal  results  to  remove  any  obvi- 
ous duplications  which  could  not  be  excluded  by 
the  computer. 

The  remaining  147,594  entries  provided  the 
statistical  basis  for  this  analysis.  The  racial  dis- 
tribution was  as  follows:  black  — 80.5%,  white  — 
2.1%,  other  — 1.6%  and  unknown  — 15.7%. 
Because  a racial  stigma  was  believed  to  be  at- 
tached to  the  findings  of  S hemoglobin,  some 
patients  refused  to  enter  their  race.  From  clinical 
observations  and  source  of  specimens,  it  is  safe  to 
assume  that  most,  if  not  all,  of  the  forms  with  the 
race  omitted  (15.7%)  were  black.  The  majority  of 
the  population  studied  (85%)  was  between  the 
ages  of  0-29  years. 

Of  all  the  patients  studied,  124,192  (84%)  had 
normal  adult  hemoglobin  (AA).  Ninety-eight 
percent  (3,087)  of  the  whites  and  83%  (99, 140)  of 
the  blacks  had  AA  hemoglobin. 

The  most  common  hemoglobinopathy  found  in 
South  Carolina  blacks  was  sickle  cell  trait  (AS) 
which  occurred  in  12.8%  of  the  patients  studied. 
Sickle  cell  anemia  (SS)  was  found  in  329  (0.3%) 
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while  an  additional  1.9%  of  the  patients  had  S 
hemoglobin  in  combination  with  another  type  of 
hemoglobin.  The  second  most  common  hemo- 
globin variation  found  in  blacks  was  AC  (2.8%).  A 
complete  list  of  the  results  in  all  patients  tested  is 
shown  in  the  Table. 


HEMOGLOBIN  VARIATIONS  IDENTIFIED  IN  SOUTH  CAROLINA 
1972  - 1979 


HEMOGLOBIN  TYPE 

NUMBER  OF 
PATIENTS 

PERCENT 

AA 

124,192 

84 

AS 

17,931 

12 

AC 

3,915 

2.7 

SS 

418 

0.3 

SC 

369 

0.25 

A - Beta  Thalassemia 

98 

0.07 

S - Beta  Thalassemia 

29 

0.02 

CC 

18 

0.01 

AD 

17 

0.01 

Other* 

607 

0.64 

TOTAL 

147,594 

100.0 

It  has  been  claimed  that  there  is  a greater 
incidence  of  S hemoglobin  in  residents  of  the 
coastal  counties  of  South  Carolina  and  Georgia. 
Therefore,  these  data  were  examined  by  county 
for  percentage  of  all  patients  screened  who  car- 
ried an  S hemoglobin.  The  data  were  also 
examined  for  the  patients  carrying  an  S hemo- 
globin as  a percent  of  the  black  population  in  each 
county.  Neither  parameter  could  be  interpreted 
as  demonstrating  a geographic  correlation. 

Actual  costs  by  specific  test  are  not  available 
for  the  earlier  years  of  this  study.  Based  on  the 
1979  cost  for  performing  a hemoglobin  examina- 
tion less  than  $300,000  has  been  spent  to  provide 
the  laboratory  support  for  this  program.  The  cost 
of  counselling  the  patient  by  the  professional  staff 
of  this  Agency  is  additional  to  these  costs.  The 
benefit  of  early  disease  detection  and  genetic 
counselling  to  future  generations  is  difficult  to 
establish. 

The  detailed  information  on  these  findings  by 
age,  race  and  county  is  available  upon  request. 

The  authors  wish  to  acknowledge  the  assis- 
tance of  the  Division  of  Data  Systems  Manage- 
ment, S.  C.  Department  of  Health  and  En- 
vironmental Control,  for  providing  the  elec- 
tronic data  processing  services.  □ 
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GASTROINTESTINAL  DISORDERS  ASSOCIATED  WITH 
DISEASE  PRIMARILY  OF  OTHER  SYSTEMS 

VINCE  MOSELEY,  M.D.* 


All  are  familiar  with  the  symptoms  of  eructat- 
ing, globus,  pyrosis,  anorexia,  nausea,  vomiting, 
constipation  and  diarrhoea  which  may  accom- 
pany emotional  upsets.  Likewise,  a number  of 
vasomotor  and  sphincter  tone  changes  are  com- 
mon due  to  autonomic  imbalance  related  to  fear, 
anger,  shame  and  pain.  Only  recently  have  we 
become  aware  that  these  psycho-biological  reac- 
tions invok  e not  just  the  autonomic  nervous  sys- 
tems but  also  profound  effects  are  mediated  by 
hormonal  release  from  a number  of  brain  and 
other  nervous  tissue  sites  with  stimulating  or 
inhibiting  effects  on  the  hypothalamic,  pituitary, 
adrenal  and  other  endocrine  structures  which,  in 
turn,  stimulate  or  inhibit  the  target  site  in  a 
multiplicity  of  body  organs  and  systems  by  hor- 
monal release. 

A study  of  the  effects  of  acute  and  chronic  pain 
has  led  us  to  a better  understanding  by  which 
cellular  injury  can  affect  at  a distance  other  tis- 
sues through  the  autonomic  nerv  ous  system  or 
through  humoral  agents  released  from  cellular 
injury.  Causalgia  and  the  various  sympathetic 
dystrophies  are  examples. 

Hypnosis  and  bio-feedback  studies  have  pro- 
vided a concept  of  the  inter-relationships  of  the 
higher  cerebral  centers  and  the  autonomic  ner- 
vous system  and  more  recently  that  at  numerous 
sites  within  the  cerebrum  a variety  of  humoral 
agents  produce  profound  inhibitory  and  stimula- 
tor}' effects  not  only  on  the  autonomic  nervous 
system  but  also  on  the  hypothalamic,  pituitary, 
adrenal  neuroendocrine  systems,  and  effects 
which  alter  endocrine  functions  profoundly  at  all 
sites.  These  findings  serve  to  correlate  the  great 
disputes  between  the  specific  organ  pathology 

* Emeritus  Professor  of  Medicine.  Medical  University  of 
South  Carolina.  Reprint  requests  should  be  addressed  to 
Dr.  Moseley  at  51  East  Bay,  Charleston,  S.  C.  29401. 


and  its  concepts  vigorously  propounded  by  Yir- 
chov  and  the  humoral  pathology  proposed  by 
Rokitanski  in  the  mid-nineteenth  century  with 
the  modulating  effects  of  the  cerebrum  as  most 
clearly  stated  by  William  James  in  1894  that 
there  is  a unity  of  the  brain  or  psyche  with  the 
body  or  soma.  James  pointed  out  that  what  we 
feel  as  emotion  is  what  is  reflected  from  organ 
response.  He  pointed  out  that  indeed  the  word 
emotion  is  derived  from  the  Latin  root  emoveri 
or  inner  turbulence.  We  should  also  recall  that 
body  disorders  can  produce  subjective  feeling 
such  as  depression,  anxiety,  fear,  tension  and 
even  pain  such  as  "tension  headache.”  These 
introductory  and  review  remarks  are  provided  to 
lead  us  into  the  specific  topic  of  this  paper,  i.  e. 
the  gastrointestinal  disorders  which  are  due  to 
disease  primarily  at  other  organ  sites  or  primarily’ 
of  other  body  systems. 

NEUROLOGICAL  DISORDERS 

With  acute  brain  injury,  in  addition  to  nausea, 
projectile  vomiting,  acute  ulcers  of  the  esopha- 
gus, stomach,  duodenum  and  other  small  bowel 
sites,  these  are  not  only  troublesome  but  often 
may  prove  the  reason  for  death.  Spinal  cord  and 
peripheral  nerve  injury  often  induce  acute  gas- 
tric dilation  and/or  adynamic  ileus.  Tabes  dor- 
salis, not  often  seen  today,  is  often  accompanied 
by  severe  abdominal  pain  and  vomiting,  the  so- 
called  acute  gastric  crisis.  Diabetic  neuropathy 
involving  the  sympathetic  system  results  in  diar- 
rhoea which  is  usually  more  frequent  nocturnally 
and  may  be  responsible  for  malabsorption  and 
significant  weight  loss  despite  all  attempts  at 
management. 

The  neuropathy  of  porphyria  produces  a vari- 
ety of  dvsmotilities  with  severe  abdominal 
cramping  pain  with  diarrhoea  or  constipation. 
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The  pathophysiology  of  these  gastrointestinal  de- 
rangements remains  an  area  where  our  knowl- 
edge of  how  these  derangements  occur  in  respect 
to  alterations  of  stimulation  and  inhibition  is 
poorly  understood  at  this  time. 

CARDIAC  DISEASE  AND  DISORDERS 

Pseudoangina  is  a not  infrequent  problem  re- 
lated to  distension  of  the  gastric  cardia  or 
magenblasse  distension  and  to  distension  of  the 
splenic  flexure  of  the  colon,  a problem  which  may 
be  accompanied  by  cardiac  arrythmia  and  even 
precipitating  true  angina  pectoris  through  coro- 
nary artery  constriction.  Likewise,  it  should  not 
be  forgotten  that  these  gastrointestinal  effects, 
viz.  gastric  dilation  and  splenic  flexure  colon  dis- 
tension may  occur  at  the  48  to  72  hour  period  post 
acute  myocardial  infarction,  often  accompanied 
by  atony  of  the  stomach  and  intestinal  tract  with 
constipation.  Management  of  these  secondary  ef- 
fects may  often  be  quite  significant  to  the  even- 
tual outcome  of  the  patient  with  an  acute 
myocardial  infarction. 

Chronic  right  heart  failure  and  pericardial  con- 
striction of  effusion  are  frequently  associated 
with  accompanying  gastrointestinal  distress  due 
to  vascular  engorgement  from  hepatic  congestion 
and  portal  hypertension.  Not  so  well  recognized 
is  the  fact  that  gastric  and  duodenal  ulcer  are 
frequent  complications  of  this  problem,  as  was 
pointed  out  by  Dr.  John  A.  Boone  in  a study  at 
Roper  Hospital  in  1953  in  which  about  30%  of 
such  patients  were  found  to  have  ulcers  by  x-ray 
study. 

A similar  relationship  has  been  pointed  out  in 
patients  with  chronic  lung  disease,  but  in  those 
where  pulmonary  hypertension  did  not  exist 
with  secondary  hepatic  and  portal  venous  in- 
volvement, it  has  been  observed  that  increased 
circulating  levels  of  serotonin  and  histamine  are 
implicated  due  to  impaired  degradation  of  these 
in  the  diseased  or  disturbed  pulmonary  vascular 
system.  More  recently  prostaglandin  alterations 
have  also  been  suspected. 

With  cardiac  shock,  multiple  acute  gastroin- 
testinal ulcerations  occur,  and  often  cause  death 
by  hemorrhage  or  perforation.  Over-digitaliza- 
tion may  result  in  diffuse  mesenteric  venous  con- 
gestion due  to  digitalis  production  of  venous  dila- 
tation in  the  portal  and  splanchnic  or  mesenteric 
systems  with  secondary  mucosal  congestion  and 
diffuse  hemorrhage.  One  of  the  advantages  that 
the  whole  leaf  digitalis  had  over  the  purified 
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glycosides  was  the  onset  of  anorexia,  nausea  and 
vomiting  prior  to  the  phase  of  toxicity  which 
induced  the  more  profound  venous  effects  which 
were  not  really  seen  and  recognized  as  digitalis 
related  until  after  the  general  introduction  of  the 
crystalline  glycosides  into  medical  practice  in  the 
1940-50  decade. 

Quinidine  and  Xylocaine  may  both  produce 
anorexia,  nausea  and  vomiting,  but  other  effects 
on  the  gastrointestinal  tract  are  not  recognized. 

VASCULAR  DISEASES 

Although  a number  of  diseases  with  or  due  to 
arteritis  and  arteriolites  may  produce  ulcerations 
at  various  sites  of  the  gastrointestinal  tract  such  as 
lupus  erythematosis,  acute  rheumatoid  arthritis, 
periarteritis  nodosum,  allergic  arteritis,  Hen- 
och’s purpura,  Degoe’s  disease  and  several  other 
diseases  of  the  collagen  disease  group, 
atherosclerosis  is  the  disorder  which  is  most 
commonly  responsible  and  is  seen  most  often  in 
the  elderly  patient  who  presents  with  severe 
colon  hemorrhage  or  with  an  infarction  of  a lower 
ileum  or  colon  segment  with  severe  pain, 
peritoneal  irritation  and  ileus.  Atherosclerosis 
involves  both  the  superior  and  inferior  mesen- 
teric artery  branches.  The  splenic  flexure  area  of 
the  colon  is  a frequently  involved  site  with  the 
production  of  ischemic  colitis  with  hemorrhage. 
In  the  past  often  this  was  diagnosed  as  hemor- 
rhage from  an  ulcerated  diverticulum,  and  in- 
deed diverticulosis  is  a frequent  finding  in  these 
patients  by  x-ray  or  colonoscopy.  If  x-ray  were 
delayed  for  some  time  during  the  healing  phase, 
the  bowel  changes  associated  with  the  infareted 
segment  were  not  infrequently  thought  to  be 
infiltrative  carcinoma. 

Although  diverticula  pouches  may  be  the  site 
of  hemorrhage,  it  is  usually  not  so  profuse  as  that 
observed  with  ischemic  colitis.  Likewise  one  or 
more  attacks  of  diverticulitis  with  pain,  tender- 
ness, fever,  and  peritoneal  irritation  most  often 
precede  an  episode  of  diverticular  ulceration  and 
bleeding,  and  the  hemorrhage  is  usually  pre- 
ceded by  an  attack  of  diverticulitis.  Ischemic  coli- 
tis is  often  preceded  by  abdominal  anginal 
episodes  and  after  some  time  then  the  acute  in- 
farction and  hemorrhage. 

In  those  elderly  patients  presenting  with  colon 
hemorrhage  not  preceded  by  diverticulitis  or  ab- 
dominal angina,  and  without  symptoms  or  find- 
ings of  a carcinoma  or  ulcerating  polyp,  and 
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where  free  of  pain  or  fever,  one  should  suspect  a 
vascular  anomaly,  either  an  arteriovenous  dilata- 
tion or  arterial  aneurysmal  rupture  which  can  be 
identified  on  colonoscopy  and  often  successfully 
treated  by  fulguration. 

GENITAL  AND  URINARY  TRACT 
DISEASES 

Visceral  sensation  from  the  renal  and  ureteral 
structures  is  transmitted  via  the  renal  ganglia  to 
the  cardiac  plexus  and  thus  referred  to  the  upper 
abdominal  area  and  usually  accompanied  by 
nausea,  vomiting,  and  often  ileus.  At  times, 
however,  intestinal  cramping  pain  may  occur 
with  diarrhoea.  With  acute  distension  of  the 
bladder  or  ureters,  adynamic  ileus  will  occur. 

A urine  examination  will  frequently  provide 
the  needed  information  for  diagnosis  along  with  a 
negative  history  in  respect  to  food  ingestion  or 
preceding  changes  in  bowel  function. 

Menstruation  is  often  accompanied  with  gas- 
trointestinal complaints  of  nausea,  vomiting, 
constipation  or  diarrhoea  with  abdominal  bloat- 
ing and  not  infrequently  depression  with  crying. 
For  many  years  this  symptom  complex  along 
with  premenstrual  tension,  with  or  without  some 
fluid  retention  and  occasionally  marked  edema  of 
the  legs,  has  been  considered  of  psychogenic 
origin.  Recent  studies  related  to  the  physiologic 
effects  associated  with  the  estrogen  progesterone 
combinations  in  birth  control  pills  have  provided 
us  with  evidence  that  disturbances  in  the  levels 
of  estrogen,  progesterone  and  lactogenic  and 
growth  hormone  imbalances  do  affect  both  motor 
and  secretory  functions  of  the  gastrointestinal 
tract. 

Also  included  in  these  effects  are  the  functions 
of  the  biliary  system  and  pancreas,  including  in- 
sulin secretion.  Estrogens  have  also  been  shown 
to  promote  mucosal  growth  and  progesterone  to 
have  retarding  effects  in  respect  to  the  alimen- 
tary tract  similar  to  those  exerted  on  the  uterine 
mucosa  where  these  effects  are  often  pronounced 
from  endometriosis  with  implants  along  the 
serosal  surfaces  of  the  colon,  rectum  or  ileal  loop. 
Mittleschmirts  relates  solely  to  ovarian  bleeding 
with  ovulation  and  resulting  peritoneal  irritation. 

With  pregnancy,  a hiatal  hernia  frequently  be- 
comes bothersome  with  pyrosis  and  regurgita- 
tion of  gastric  secretions  and  esophagitis.  In  addi- 
tion, esophageal  varices  may  develop  in  the  third 
trimester.  Riliary  stasis  with  gall  bladder  dilata- 
tion and  at  times  cholestasis  and  jaundice  de- 


velop, which  are  to  be  distinguished  from  the 
more  serious  problems  of  liver  failure  associated 
with  toxemia  of  pregnancy,  in  which  acute  fatty 
liver  occurs,  usually  with  fetal  death  and  a high 
maternal  mortality.  The  elevations  of  estrogen, 
pregnendiol,  gonadotrophin  and  relaxin  are  im- 
plicated in  the  development  of  biliary  stasis  and 
hiatal  hernia,  but  the  exact  physiology  remains 
unknown. 

Peptic  ulcer  is  usually  quiescent  during  preg- 
nancy and  gastric  secretion  diminishes  but  often 
with  rebound  post-partum  and  ulcer  flareups. 

Meigs  syndrome  with  ascites  and  often  a right 
pleural  effusion  is  an  accompaniment  of  ovarian 
cysts  and  tumors. 

Hypogonadism  of  itself  is  not  associated  with 
alimentary  tract  disturbances,  but  with  Turner  s 
syndrome  varices  of  the  mesenteric  vessels  are  a 
serious  complication  with  severe  bleeding.  Also 
with  lupoid  hepatitis,  hypogonadism  often  de- 
velops, as  well  as  ulcerative  colitis  in  menarchal 
age  girls.  Hirsutism  is  often  a part  of  this  syn- 
drome with  amennorhoea. 

In  respect  to  endocrine  disturbances  other 
than  primarily  gonadal,  with  disturbances  of  the 
hypothalamic,  pituitary,  adrenal,  gonadal  axis 
which  may  relate  to  cerebral  secretion  of  somato- 
statin from  a number  of  sites,  these  affect  the 
hypothalamus  and  pituitary  to  stimulate  gonadal 
releasins  with  increase  in  FSH  and  LH  and 
simultaneously  depress  TSH  and  growth  hor- 
mone. In  time  also  somatostatin  will  depress 
parietal  cell  hydrochloric  acid  production  and 
indeed  it  may  be  more  effective  than  cimetidine 
in  establishing  a refractoriness  to  gastrin  and  his- 
tamine stimulation. 

EMBRYOLOGIC  ENDOCRINE 
RELATIONSHIPS 

The  APUD  cells  derived  from  the  embryonic 
neural  crest  and  incorporated  in  the  gut  en- 
toderm have  the  ability7  to  take  up  the  amino  acid 
precursors  and  through  decarboxylation  produce 
a variety  of  humoral  and  hormonal  substances 
including  insulin,  calcitonin,  gastrin,  vasopresin, 
serotonin,  kinens,  catecholamines,  ACTH  and 
glucagon.  These  in  the  Zollinger-Ellison  syn- 
drome, the  polyadenomatous  syndrome,  and  in 
malignancy  of  these  cells,  produce  a variety  of 
endocrinopathies  along  with  peptic  ulcer  and  in- 
testinal dysmotility. 

Neoplasms  of  the  mesodermal  and  entodermal 
tissues,  although  by  production  of  parathormone 
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erythropoetin,  prolactin,  renin,  and  TSH  result 
in  hypothalamic  disturbances  and  profound 
anorexia,  do  not  by  these  mechanisms  affect  the 
gastrointestinal  tract  but  can,  by  affecting  im- 
mune mechanisms,  induce  intestinal  mucosal 
atrophic  changes  and  malabsorption  which 
through  starvation  may  secondarily  induce 
pituitary  and  adrenal  hypofunction  or  failure. 

The  disorders  involving  those  areas  of  the 
alimentary  tract  derived  from  the  ectoderm,  i.e. 
the  foregut  and  rectum,  are  recognized  by  their 
proclivity  to  manifest  oral,  pharyngeal  and 
esophageal  disturbances  along  with  dermatologic 
manifestations.  However,  there  are  often  as- 
sociated vasculitis  and  muscular  injury  associates 
with  immunological  disorders  which  play  a large 
part  in  the  tissue  injury.  The  more  frequently 
observed  of  these  are  scleroderma  with  facial, 
lingual  and  esophageal  atrophic  changes  but  also 
at  times  ileal  and  colon  injury.  Dermatomyositis 
and  Sjogrens’s  syndrome,  as  well  as  lupus,  may 
produce  similar  lesions. 

Certain  primary  classified  dermatological  dis- 
orders should  also  be  recalled  in  respect  to  their 
associated  gastrointestinal  complications.  Vitiligo 
is  often  accompanied  by  gastric  atrophy,  but  it  is 
to  be  remembered  that  Crohn’s  disease  may  re- 
sult in  the  development  of  vitiligo.  With  familial 
hyperkeratosis  of  the  palms  and  soles,  carcinoma 
of  the  esophagus  often  occurs. 

In  pseudo-xanthoma  elasticum  there  are  often 
intestinal  hemorrhages  with  degeneration  of  the 
elastic  tissue.  Angioid  retinal  streaks  and  a 
“plucked  chicken”  appearance  of  the  neck  area 
and  axillary  area  are  physical  signs  of  diagnostic 
importance. 

Hemorrhagic  telangiectasia,  blue  blubber  or 
venous  naevus-like  dilations,  as  well  as  the 
Ehlers-Danlos  syndrome,  are  often  accompanied 
by  intestinal  changes  and  vascular  bleeding. 

Oral  lesions  with  pigmentary  changes  of  the 
buccal  mucosa  should  call  to  mind  Addison’s 
disease  with  adrenal  failure  accompanying 
nausea,  vomiting  and  anorexia.  Amyloid  disease 
and  profound  hypothyroidism  both  result  in 
hypertrophy  of  the  tongue. 

Hypertrophic  papillae  and  gingival  atrophy 
with  bleeding  is  a hallmark  of  scurvy.  Mucosal 
and  lip  bullae  with  erythema  multiforme  lesions 
are  part  of  the  Stevens-Johnson  syndrome  which 
probably  is  of  several  etiologies. 

Pemphigus  is  to  be  differentiated  from  der- 
matitis herpetiformis  because  of  the  prognostic 
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implications.  Both  have  oral  and  rectal  bullae  but 
in  pemphigus  the  vesicles  and  bullae  are  not 
preceded  by  erythema  and  puritis  as  in  der- 
matitis herpetiformis  where  the  skin  lesions  arise 
out  of  an  erythematous  base.  In  chronic  der- 
matitis herpetiformis  small  intestinal  mucosal  at- 
rophy and  malabsorption  and  steatorrhoea  may 
occur. 

Weber-Christian’s  panniculitis  may  involve 
the  mesenteric  fat  and  produce  recurring  abdom- 
inal pain  and  fever,  usually  with  active  der- 
matologic evidences  of  angitis  and  panniculitis, 
but  at  times  it  may  be  solely  confined  to  the 
abdomen  and  simulate  Mediterranean  periodic- 
fever,  but  without  renal  findings. 

Where  there  are  multiple  atrophic  papular  le- 
sions of  the  trunk  and  severe  gastrointestinal 
hemorrhage,  Degoe’s  disease,  a vasculitis  with 
some  changes  similar  to  periarteritis  nodosae,  is 
diagnosed.  Currently  this  carries  a fatality  rate  of 
100%.  It  is  of  unknown  etiology  but  affects  young 
adult  males. 

Acrodermatitis  enteropathica,  in  addition  to 
indolent  skin  ulcerations  and  stomatitis,  is  ac- 
companied by  diarrhoea.  This  is  a disease  of  in- 
fancy and  is  now  attributed  to  a zinc  deficiency. 
Pyoderma  gangrenosum  with  similar  lesions  in 
adults  is  a complication  of  Crohn’s  disease  and 
ulcerative  colitis.  Some  recent  reports  indicate 
that  zinc  administration  is  also  beneficial  in  this 
disorder. 

Primary  dietary  deficiency  as  a cause  for  pel- 
lagra, with  its  three  D’s  of  dermatitis  of  an 
erythematous  type  on  areas  exposed  to  infrared 
irradiation,  diarrhoea,  and  dementia,  is  seldom 
seen  today,  but  when  the  symptoms  are  as- 
sociated with  glossitis  and  stomatitis,  niacin 
should  be  given.  With  dementia  and  glossitis  and 
tendon  reflex  diminution,  pernicious  anemia 
must  be  considered. 

In  porphyria  cutania  tarda,  hepatic  lesions 
with  cirrhosis  may  result. 

In  familial  hyperlipidemia  with  xanthomatosis, 
pancreatitis  is  a frequent  occurrence. 

In  urticaria  pigmentosa  where  histaminemia 
occurs,  peptic  ulcer  is  a complication  of  conse- 
quence. One  should  be  acutely  aware  that  the 
administration  of  opiates  and  atropine  may  by 
histamine  release  produce  profound  effects  in 
these  individuals,  and  these  drugs  must  be 
avoided  at  all  costs  in  these  patients. 

Hereditary  angioedema  is  not  understood,  but 
it  has  been  recognized  that  androgen  administra- 
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tion  is  prophylactic  to  the  recurrences  of  oral  and 
esophageal  edema  which  are  life-threatening. 

PULMONARY  DISEASE 

Emphysema  is  associated  with  peptic  ulcer, 
but  with  the  type  related  to  a deficit  in  alpha  1 
trypsin  inhibitor,  liver  injury  and  pancreatitis 
due  to  cystic  fibrosis,  and  diarrhoea  may  be  overt 
manifestations. 

In  pulmonary  sarcoidosis,  lesions  at  various 
intestinal  sites  may  occur  with  a variety  of  motil- 
ity disturbances. 

In  the  carcinoid  syndrome,  which  may  be 
primarily  of  pulmonary  origin,  there  is  a metabol- 
ic imbalance  from  excessive  degradation  of 
tnphtophane  in  the  production  of  histamine, 
which  can  also  lead  to  an  excessive  need  for 
niacin  and  thus  result  in  pellagra.  Niacin  will 
control  that  aspect  of  the  problem.  □ 


We  Have  Cash  For 

HEALTH 

PROFESSIONALS 


We  have  unlimited  funds  available  for  you  for: 
Taxes . . . Tuition  . . . Debt  Consolidation  . . . Invest- 
ments ...  or  for  any  reason  that  you  may  need  ad- 
ditional capital.  Best  of  all,  in  most  cases  under 
our  new  SALE/LEASEBACK  PROGRAM  ...  ALL 
PAYMENTS  ARE  100%  TAX  DEDUCTIBLE  ...  and 
$10,000  to  $100,000  is  available. 

You  will  find  our  terms  to  be  the  most  attractive 
available  anywhere  in  the  country.  We  will  buy 
your  used  equipment  at  today’s  replacement  value 
and  lease  it  back  to  you.  You  may  have  paid 
$20,000  for  your  equipment  10  years  ago.  We  will 
buy  it  for  as  much  as  $40,000  today. 

Our  FREE  Confidential  Computerized  Tax 
Analysis  will  show  you  how  our  sale/leaseback 
program  can  beat  the  cost  of  the  average  bank 
loan  by  $5,000  or  more! 

Phone  or  Write  today  for  complete  details  on 
this  plus  our  other  financial  services  which  in- 
clude Signature  Loans,  Accounts  Receivable 
Financing  and  New  Equipment  Leasing. 


RICHARD  P.  DAEGER 
9614  Windsor  Lake  Boulevard 
Columbia.  S.  C 29206 
(803)  788-8653 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 

(912)  764-6236 
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THE  BUSINESS  SIDE  Every  healthy  medical 
practice  has  a business  side.  There  are  records  to 
keep.  Bills  to  pay.  And  bills  to  collect  — both  di- 
rectly from  patients  and  from  third  parties  (like 
insurance  companies  and  government  agencies). 

CompuSystems  offers  the  modern  medical 
practitioner  an  office  automation  system  that  will 
help  take  care  of  the  business  side  of  a doctor's 
practice.  Whether  the  practice  is  solo  or  group, 
our  medical  computer  system  can  handle  ac- 
counts receivable,  accounts  pay- 
able, general  ledger,  payroll,  cash 
accounting,  word  processing  and 
more. 


Shield.  A telephone  tie-in  with  "the  Blues"  com- 
puter enables  you  to  actually  receive  Medicare 
and  insurance  payments  in  a matter  of  days  rather 
than  a matter  of  months.  This  cash  flow  improve- 
ment, together  with  improved  manpower  efficien- 
cy, makes  the  CompuSystems  approach  to  prac- 
tice management  less  expensive  than  traditional 
methods. 

In  fact,  five  year  lease/purchase  arrangements 
on  our  entire  medical  system  are  available  for  ap- 
proximately $450  per  month. 

, JUST  WHAT  THE  DOCTOR 

BORDERED  The  practice  of  mod- 
em medicine  requires  modem  tech- 
niques of  information  management. 
Advanced  computer  technology 
makes  it  possible  — CompuSystems 
makes  it  happen. 

Contact  us  for  a demonstration. 


A CURE  FOR  "THE  BLUES" 

One  important  feature  of  our  Medi- 
cal System  is  the  direct  link  we  have 
established  with  Blue  Cross/Blue 
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THE  ROLE  OF  THE  UNIVERSITY  OF  SOUTH 
CAROLINA  SCHOOL  OF  MEDICINE* 


THOMAS  D.  DARBY,  Ph.D.** 

RODERICK  MACDONALD,  JR.,  M.D.*** 

‘In  an  age  in  which  pathology  and  diagnosis  are 
so  far  advanced  and  in  which  more  genuine  help 
is  derived  from  the  rational  use  of  drugs  than 
ever  before  in  the  history  of  medicine, 
haphazard  drugging  is  unpardonable,  and  still 
more  to  be  condemned  is  a fanatical  and  con- 
ceited adherence  to  dogmas  based  on  a superfi- 
cial understanding  of  complex  physiological 
principles. ?1 

— John  J.  Abel,  M.D.,  1900 


Since  its  inception  in  1801,  the  University  of 
South  Carolina  has  served  as  “a  faithful  index  to 
the  ambitions  and  fortunes  of  the  State.’’  The 
publicly  supported  institution  has  grown  from 
the  extensively  renovated  “Horseshoe”  campus 
to  a totally  modern  222  acre  campus  in  Columbia. 
Academically,  the  University  consists  of  seven- 
teen schools  and  colleges  offering  degree  pro- 
grams at  the  associate,  baccalaureate,  master’s 
and  doctoral  levels.  Over  30,000  students  are 
enrolled,  and  approximately  10,000  of  these  stu- 
dents are  located  on  the  eight,  two  and  four  year 
campuses  and  military  centers  located  through- 
out the  state. 

Studies  in  the  health  sciences  at  USC  are  of- 
fered in  four  colleges  and  one  school:  the  College 
of  Health  which  includes  the  School  of  Public 
Health,  the  College  of  Nursing,  the  College  of 
Pharmacy,  the  College  of  Social  Studies,  and  the 
School  of  Medicine.  A wide  range  of  under- 
graduate and  graduate  degree  programs  are  of- 
fered in  the  health  sciences  and  the  South 
Carolina  academic  units  participate  in  a number 
of  nationally  acclaimed  research  programs.  Many 
of  these  programs  are  conducted  in  cooperation 
with  local,  state  and  national  health  agencies. 


* From  the  University  of  South  Carolina  School  of 
Medicine,  Columbia,  S.  C.  29208. 

**  Associate  Dean  for  Academic  Affairs  and  Professor  of 
Pharmacology. 

***  Dean  and  Professor  of  Surgery'  (Ophthalmology) 


The  School  of  Medicine  is  the  newest  addition 
to  the  health  sciences  program  offered  by  USC. 
This  school  is  in  its  fifth  year  of  operation.  Much 
time  has  been  spent  in  faculty  recruitment, 
facilities  development,  and  curricula  planning. 
Currently,  three  classes  of  medical  students  are 
enrolled.  The  school  expects  to  graduate  twen- 
ty-two students  in  May  of  1981.  The  present 
student  body  consists  of  approximately  95 
medical  students,  121  resident  physicians  with 
whom  the  faculty  is  involved  in  their  training 
programs,  and  20  graduate  students  (Ph.D.)  or 
post-doctoral  students,  who  are  engaged  in 
educational  and  reserach  programs. 

As  is  obvious  from  the  student  complement, 
the  Medical  School  is  composed  of  post-bacca- 
laureate  students  who  are  engaged  in  highly 
specialized  education  at  several  levels  of  com- 
petency. In  order  to  provide  the  resources 
necessary  for  this  task,  the  Medical  School 
must  have  a faculty  that  is  involved  in  teaching, 
research,  patient  care,  and  administration. 
While  these  points  should  seem  obvious,  the 
reasons  for  their  emphasis  will  become  clearer 
later  in  this  presentation. 

All  but  three  medical  schools  in  the  United 
States  are  part  of  large  public  or  private  univer- 
sities where  a multiplex  of  academic  resources 
are  available  to  contribute  to  and  support  a highly 
specialized  academic  environment.  The  colleges 
and  schools  related  to  the  health  center  envi- 
ronment at  USC  have  been  listed  earlier.  How- 
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ever,  as  one  might  suspect  with  any  highly 
specialized  area  of  study,  the  basic  “background” 
sciences  of  chemistry,  biology,  mathematics,  be- 
havioral science  and  social  science  are  required 
to  support  the  development  and  understanding 
of  medical  scientific  knowledge.  Further,  com- 
puter centers,  audiovisual  centers,  printing  re- 
sources, and  continuing  educational  resources 
are  available  in  the  larger  university  environ- 
ment to  support  teaching,  research,  and  ad- 
ministration at  the  school  of  medicine.  Other 
professional  educational  areas  such  as  engineer- 
ing and  business  administration  also  support  the 
ability  of  the  medical  school  to  carry  out  its  mis- 
sion. 

The  budgetary  process  of  medical  school  is 
complex.  It  is  composed  of  funds  generated  from 
(1)  gifts  and  grants  — many  of  the  grants  are 
derived  from  federally  supported  programs;  (2) 
research,  service  awards  (contracts);  (3)  non- 
profit organization  support,  state  and  local  gov- 
ernments, (4)  patient  care  services,  and  (5)  inter- 
national activities. 

The  intensity  of  the  operation  of  medical 
schools  is  greater  than  that  of  many  other  institu- 
tional operations.  The  school  activities  lead  to  the 
accumulation  of  knowledge  which  is  derived 
from  the  world  medical  literature,  local  research, 
presentation  at  national  and  international  meet- 
ings, scientific  visitation,  and  personal  com- 
munications between  medical  teachers  and  sci- 
entists. A major  task  of  the  faculty  is  accretion  of 
this  knowledge  into  a useful  data  base  to  contrib- 
ute to  improved  health  care  delivery  to  the  pub- 
lic which  it  serves,  and  includes  dissemination  of 
the  facts  and  clinical  skills  associated  with  this 
growth  of  medical  knowledge. 

There  is  a constant  need  for  a large  patient  care 
resource  in  order  to  teach  health  care  delivery 
and  to  put  into  practice  new  concepts  and  skills  in 
diagnosis  and  treatment.  The  School  of  Medicine 
at  USC  plans  to  use  community  based  hospitals 
for  access  to  these  patient  resources.  An  obvious 
need  of  today  s society  is  to  develop  cost  and 
budget  plans  that  separate  the  fiscal  matters  re- 
lated to  patient  care,  medical  doctor  education, 
and  medical  research.  However,  the  resources 
afforded  by  community  based  hospitals  can  re- 
duce the  overall  cost  of  each  of  these  programs 
through  shared  facilities  and  services. 

A medical  school  interfaces  with  many  areas 
including:  the  University,  the  community,  other 
institutions,  funding  agencies,  regulatory  agen- 
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cies,  patients,  practicing  physicians,  special  in- 
terest organizations,  and  business  organiza- 
tions. This  requires  a well  organized  communi- 
cations network.  While  the  administration  is 
mainly  involved,  a major  portion  of  this  net- 
work is  directly  connected  to  the  medical 
school  library.  Departmental  faculty  publica- 
tions and  presentations  that  include  lectures, 
discussions,  and  demonstrations,  contribute  to 
this  network. 

From  this  environment  of  knowledge  gather- 
ing, generation,  and  dispensing,  the  student 
emerges.  The  single  most  apparent  product  of 
the  school  of  medicine  is  the  Medical  Doctorate 
graduate.  The  products  of  the  medical  specialty 
residence  and  the  Doctor  of  Philosophy  program 
are  perhaps  somewhat  less  visible  to  society.  The 
M.  D.  student  is  required  by  law,  in  most  if  not  all 
states,  to  enter  a program  of  additional  study 
before  he  or  she  can  be  licensed  for  the  individual 
practice  of  medicine.  While  this  post  graduate 
training  was  served  by  the  internship  at  one  point 
in  time,  today,  specialty  residency  programs  are 
including  the  internship  period.  The  residency 
programs  at  USC  affiliated  hospitals  include: 
Family  Medicine,  Internal  Medicine,  Ophthal- 
mology, Obstetrics  and  Gynecology,  Emergency 
Medicine,  Psychiatry,  Surgery  and  Pediatrics. 
Others  are  at  various  states  of  development.  This 
additional  training  period,  beyond  the  medical 
doctorate  degree,  now  averages  slightly  over  four 
years.  The  need  for  this  training  is  obvious  from 
review  of  the  license  procedures  that  require 
postgraduate  study. 

While  at  one  time  the  student  could  enter 
General  Practice  of  medicine  after  medical 
school,  the  increase  in  medical  knowledge  has 
led  to  great  specialization  in  medical  practice  so 
that  today  this  same  student  would  more  likely 
enter  a Family  Practice  specialty  from  Family 
Medicine  residency.  Thus,  he  restricts  his  con- 
ceptual base  requirements  and  his  skill  de- 
mands to  an  area  of  practice  in  which  it  is 
reasonable  for  him  to  attempt  to  maintain  com- 
petency. This  is  also  true  in  other  areas  of  prac- 
tice. 

Thus,  it  is  obvious  that  additional  years  of  edu- 
cation lead  to  specialization  in  medical  practice, 
and  it  is  also  true  that  growth  of  medical  knowl- 
edge requires  this  specialization.2  It  is  variously 
estimated  that  modern  medical  knowledge  dou- 
bles every  five  to  seven  years.3  Thus,  during  the 
time  a student  is  in  medical  school  and  a resi- 
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dency  program,  available  knowledge  doubles. 
Important  new  conceptual  knowledge  doubles 
about  every  12  to  18  years.4  This  requires  con- 
tinued study  to  maintain  competency.  Thus,  the 
student  must  be  well  grounded  in  the  vocabulary 
and  conceptual  skills  necessary  to  review  and 
simulate  medical  literature  related  to  his  spe- 
cialty7. 

The  health  care  system  has  become  extremely 
complex.5  In  addition  to  diagnosis  and  medical 
and  surgical  treatment  of  organ  disease  states, 
health  care  today  includes  allied  health  profes- 
sionals such  as  physical  therapists,  rehabilitation 
assistants,  counselling,  speech  and  hearing 
therapists  as  well  as  increased  responsibility7  for 
nursing,  pharmacy,  and  social  assistance.  While 
leadership  in  the  area  of  health  care  delivery7  has 
rested  with  the  physician,  today  government 
regulatory7  agencies  and  public  assistance  agen- 
cies play  an  important  role.  Yet,  it  is  ultimately 
the  patient  as  an  individual  that  decides  the  level 
of  medical  care  desired.  This  is  done  through 
personal  selection  of  a health  care  system  and 
through  support  of  legislation  which  establishes 
these  systems. 

It  has  been  suggested  that  use  of  allied  health 
professionals  could  greatly  restrict  the  require- 
ments on  physician  time.6’ 7 While  this  might  be 
true,  the  allied  health  professional  provides  more 
data  for  the  physician  and  thus  may  affect  the 
quality  of  care,  but  ultimately  physician  time 
requirement  for  review  and  conceptualization  of 
the  case  from  the  data  base  causes  a need  for 
greater  proficiency  on  the  part  of  the  physician. 
The  complexity  of  disease  and  medical  treatment 
limits  the  utilization  of  superficially  trained  indi- 
viduals in  the  final  decision  making  roles  relating 
to  medical  care. 

The  goals  and  objectives  of  the  Doctor  of 
Medicine  curriculum  then  must  be  directed  to- 
ward development  of  a thorough  understanding 
of  the  normal  body  functions,  the  effects  of  dis- 
ease, problem-solving  skills  used  in  diagnosis 
and  treatment  as  well  as  demonstrated  awareness 
of  the  behavioral  and  social  concepts  commensu- 
rate with  the  professional  degree. 

The  course  of  study7  develops  an  understand- 
ing of  knowledge  development  that  assures  con- 
tinued inquiry  into  the  area  of  the  student’s  in- 
terest. These  goals  and  objectives  require  a 
minimum  of  four  years  of  concentrated  study 
after  the  baccalaureate  degree.  The  medical  stu- 
dent experiences  the  broad  disciplines  of 


medicine  in  order  to  understand  the  interrela- 
tionships between  medical  specialties  and  to  rec- 
ognize major  diagnostic  criteria  of  each  specialty. 
However,  the  student  remains  a generalist  and 
does  not  specialize  until  he  enters  post  graduate 
medical  education.  The  interv  al  of  post  graduate 
medical  education  depends  upon  the  specialty- 
area  of  practice  the  student  selects. 

As  the  physician  enters  practice  he  or  she 
needs  a basis  for  consultation  and  assistance. 
While  there  are  primary  “entrance  points”  for 
the  patient  to  enter  the  health  care  delivery7  sys- 
tem, the  requirement  for  medical  care  can  be 
quite  varied.  Thus,  the  patient  with  acute 
myocardial  infarction  may7  well  need  the  care  of  a 
trained  cardiologist  at  the  point  of  entrance  into 
the  health  care  system.  This  patient  may  require 
referral  to  a secondary7  or  tertiary7  care  center  for 
more  specialized  evaluation  and  therapy.  These 
facts  make  it  obv  ious  that  the  more  involved  and 
complex  the  system  becomes,  the  greater  the 
knowledge  required  of  the  physician  in  each  spe- 
cialty7 and  the  greater  the  necessity  for  increased 
subspecialty  development. 

Modern  medical  education  then  needs  to  have 
its  thought  processes  directed  toward  the  future 
and  not  trained  on  the  past.  Yet,  past  experiences 
are  valuable  in  so  far  as  they7  prov  ide  a basis  for 
solving  current  problems  and  may  indeed  pre- 
vent errors  in  the  future.  The  curriculum  of  the 
Medical  School  needs  to  be  related  to  the  current 
medical  literature.  The  advances  in  technology7 
provide  for  greater  data  gathering  from  each  pa- 
tient to  arrive  at  a therapeutic  diagnosis  that 
provides  the  greatest  amelioration  of  the  disease 
process. 

It  is  important  to  recognize  that  in  our  complex 
scientific  society7  rapid  advancement  in  knowl- 
edge has  also  contributed  to  the  need  for  indi- 
viduals who  are  well  educated  in  the  field  of 
human  biology  for  positions  other  than  direct 
patient  care.  The  health  industry,  government 
agencies,  and  priv  ate  research  and  support  foun- 
dations have  increased  the  area  of  empkwment 
opportunities  for  medical  doctorate  degree  recip- 
ients, just  as  the  complexities  of  health  care  de- 
livery have  increased  the  opportunities  for  allied 
health  professionals. 

To  serv  e these  needs  the  School  of  Medicine 
has  joined  the  other  health  science  schools  and 
colleges  in  the  state-wide  Univ  ersity  system  to 
provide  improved  health  care  for  the  people 
throughout  the  state.  □ 
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ON  THE  COVER 

Pictured  on  the  cover  is  the  University  of 
South  Carolina  School  of  Medicine.  The  School 
of  Medicine  is  the  newest  addition  to  the  health 
sciences  program  offered  by  the  University  of 
South  Carolina.  Studies  in  the  health  sciences  at 
USC  are  offered  in  four  colleges;  the  College  of 
Health,  College  of  Nursing,  College  of  Phar- 
macy, and  College  of  Social  Studies,  and  one 
school,  the  School  of  Medicine. 

Since  the  formation  of  the  University  of  South 
Carolina  in  1801,  this  publicly  supported  institu- 
tion of  higher  learning  has  expanded  from  a clus- 
ter of  buildings  on  the  “Horseshoe”  to  a modem 
222  acre  Columbia  campus  with  eight  regional 
campuses  throughout  the  state.  (See  article  on 
preceding  pages) 

The  USC  School  of  Medicine  interfaces  with 
the  other  schools  and  colleges  within  the  Univer- 
sity system  to  contribute  to  the  University  of 
South  Carolina’s  total  program  and  goal  of  serv- 
ing the  State  of  South  Carolina  and  its  citizens. 


AIR  FORCE  MEDICINE 


IT  CAN  MEAN  A GREAT  WAY  OF  LIFE  FOR  YOU. 


Air  Force  medicine  is  practiced  in  hospitals  and  clinics 
around  the  world.  From  the  3 bed  hospital  at  Zarogoza.  Spain 
to  the  1000  bed  Wilford  Flail  medical  complex  in  San  Antonio. 
Texas,  our  health  care  system  utilizes  excellent  equipment  and 
highly  trained  and  motivated  staff  personnel. 

Air  Force  doctors  practice  medicine.  Administrative  duties  and 
paperwork  are  kept  to  a minimum. 

An  excellent  program  of  compensation  and  entitlements  is  avail- 
able. This  program  includes  30  days  of  paid  vacation  each  year, 
medical  and  dental  care,  and,  for  qualified  physicians,  an  opportu- 
nity to  work  toward  specialization.  Contact  USAF  Health  Professions 
Recruiter,  Box  27566,  Raleigh,  NC  27611 . Call  collect  (919)  755-4134. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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JAMES  HIGGINS  MclNTOSH,  M.D.:  AN  ARCHETYPE 
FOR  THE  FAMILY  PRACTITIONER? 


ALEXANDER  G.  DONALD,  M.D.* 

Can  the  current  public  interest  in  and  demand 
for  family  practitioners,  at  least  in  part,  be  the 
result  of  their  memory  of  a practicing  physician? 
This  paper  presents  some  recollections  of  one 
such  individual,  James  Higgins  McIntosh, 
M . D. , who  was  held  in  the  highest  esteem  by  his 
medical  colleagues  and  “won  a unique  place  in 
the  affections  of  the  community.” 

James  Higgins  McIntosh  was  born  on  October 
3,  1866,  in  Newberry,  the  son  of  a Confederate 
surgeon  whose  name  he  bore  and  Frances 
Caldwell  Higgins  McIntosh.  He  attended  the 
Newberry  Academy  and  received  his  A.B.  de- 
gi  ee  at  Newberry  College  in  1884  at  seventeen 
year  s of  age.  He  attended  Johns  Hopkins  Univer- 
sity for  two  years  with  special  studies  in  chemis- 
try,  physiology  and  psychology,  later  transfer- 
ling  to  the  College  of  Physicians  and  Surgeons  in 
New  York  from  which  he  received  his  medical 
degree  in  1888.  He  then  pursued  postgraduate 
experience  in  Bellevue  Hospital  for  two  years. 
Duiing  the  last  year,  he  was  associated  with  the 
Society  for  the  Lying-In.  It  was  largely  through 
his  efforts  that  the  original  Broome  Street  Dis- 
pensary became  a success  and  a permanent 
lying-in  institution.  He  then  returned  to  South 
Carolina  to  enter  general  practice  in  Newberry. 
He  married  Miss  Frances  Nance  Baxter,  also  of 
Newberry,  on  November  2,  1892.  This  union  was 
blessed  by  seven  children:  James,  Baxter,  Fr- 
ances, Martha,  Dorothy,  Walter,  and  Nancy. 
After  ten  years  of  practice  in  Newberry,  he 
moved  to  Columbia  in  1900  where  he  spent  the 
rest  of  his  life.1’ 2 

He  served  as  the  Chief  of  Staff  of  the  Baptist 
Hospital  and  was  president  of  the  following:  Co- 
lumbia Medical  Society,  Seventh  District  Medi- 
cal Association  of  South  Carolina,  South  Carolina 
State  Medical  Association,  Tri-State  Medical  As- 
sociation, and  Association  of  Surgeons  of  the  At- 
lantic Coastline  Railway.  He  was  referee  for 


Professor  and  Chairman,  Department  of  Neuropsychiatry 
and  Behavioral  Science,  University  of  South  Carolina 
School  of  Medicine,  Columbia,  S.  C.  29202. 


South  Carolina  for  the  Mutual  Life  Insurance 
Company.  During  World  War  I,  he  rendered  his 
country  invaluable  service  on  the  local  draft 
board.1’  2 

Dr.  McIntosh  delivered  over  7,000  babies; 
more  than  5,000  of  these  were  after  he  went  into 
private  practice.  Although  he  stopped  doing 
obstetrical  work  when  he  was  seventy  and  before 
the  advent  of  antibiotics,  he  lost  only  two 
mothers  out  of  this  5,000.  Because  of  his  large 
obsteti  ical  practice,  his  distinctive  Dodge  coupe 
became  known  as  “the  stork.”  One  night  one  of 
his  sons  used  it  instead  of  the  family  car  to  take  his 
date  to  a prenuptial  party.  One  man  came  in  and 
said,  My  God,  the  stork  is  out  there  already  and 
they  ve  not  even  been  married  yet”  (Mrs.  Nancy 
Pearlstine,  Personal  Communication).  This  au- 
tomobile was  of  special  interest  to  young  boys  of 
the  neighborhood  because  it  had  been  especially 
modified  to  accommodate  the  doctor’s  larger 
than  usual  size  (Dr.  William  Weston,  Jr.,  Per- 
sonal Communication). 

Most  of  the  homes  in  which  he  attended  pa- 
tients had  a special,  large,  strong  chair  for  him.  In 
fact,  some  Columbia  homes  still  contain  these 
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chairs.  He  would  frequently  arrive  out  of  breath 
and  would  stick  a thermometer  in  the  patient’s 
mouth  while  he  caught  his  breath  (Dr.  and  Mrs. 
Neill  W.  Macaulay,  Personal  Communication). 

Dr.  McIntosh  practiced  in  the  first  floor  of  his 
home  at  1501  Lady  Street.  His  patients  were 
greeted  at  the  door  by  the  family  butler,  “Sam,” 
in  white  uniform.  It  was  customary  for  Sam  to 
receive  the  obstetrical  patient’s  regular  urine 
specimen  on  a silver  tray  which  was  promptly 
taken  to  a back  room  (Dr.  and  Mrs.  Neill 
Macaulay,  Personal  Communication). 

An  ex-patient  of  his  said,  “He  would  always 
come  when  called,  and  you  started  feeling  better 
when  he  walked  in.  He  was  very  calm  and  unex- 
citable”  (Miss  Christie  Z.  Fant,  Personal  Com- 
munication). He  was  described  as  always  being 
dressed  immaculately  and  conducting  himself  in 
a manner  characteristic  of  “the  Southern  gentle- 
man” (Dr.  William  S.  Hall,  Personal  Communi- 
cation). 

Another  ex-patient  stated  that  you  had  to  keep 
after  him  in  order  to  get  a bill  for  services  re- 
ceived (Miss  Anna  Durham,  Personal  Communi- 
cation). 

An  incident  which  was  described  as  a typical 
example  of  his  compassion  and  thoughtfulness  for 
his  patients  and  their  families  is  as  follows: 
“When  he  heard  that  the  mother  of  the  groom 
was  not  going  to  be  able  to  attend  her  son’s 
wedding  because  her  invalid  mother  refused  to 
have  anyone  else  but  family  sit  with  her  for  an 
hour  or  two,  Dr.  McIntosh  arranged  his  schedule 
so  that  he  could  babysit  the  spoiled  old  lady 
during  the  wedding  and  reception.  ” She  was  per- 
fectly willing  for  “the  doctor”  to  be  her  sitter 
(Mrs.  Nancy  Pearlstine,  Personal  Communica- 
tion). 

Another  story  which  gives  some  insight  into 
his  personality  is  as  follows:  Dr.  McIntosh  made  a 
house  call  on  a sick  man.  As  he  always  did,  he  left 
written  instructions  as  to  what  to  do  (if  he  wanted 
the  patient  to  stay  in  bed,  he  began  the  instruc- 
tions with  “Stay  in  bed.”)  The  next  day,  the  man 
had  not  improved  as  the  doctor  felt  he  should 
have.  When  he  questioned  the  wife,  she  had  not 
carried  out  his  instructions  on  several  points  — 
she  said  she  thought  it  better  to  do  something 
else.  The  doctor  picked  up  his  hat  and  bag  and 
started  out.  The  wife  asked,  “Doctor,  where  are 
you  going?”  He  replied,  “Madam,  your  husband 
does  not  need  two  doctors.  ” However,  when  the 
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wife  promised  to  follow  his  instructions  to  the 
letter,  he  came  back  and  continued  to  tend  the 
sick  man  (Mrs.  Nancy  Pearlstine,  Personal 
Communication). 

During  the  administration  of  Governor 
Blease,  a lucrative  practice  in  obtaining  pardons 
was  driven  by  lawyer  friends  of  the  Governor, 
but  elaborate  efforts  to  prove  the  Governor 
shared  their  fees  completely  failed.  How  serious 
the  situation  was  is  illustrated  in  connection  with 
the  pardon  of  a man  who  defiled  a child  relative  in 
his  home,  a pardon  for  which  Governor  Blease 
was  reproached  during  the  1914  campaign.  Dr. 
James  H.  McIntosh,  whose  name  was  attached  to 
the  typed  letter  stating  that  the  convict’s  health 
demanded  release,  declared  the  letter  a forgery, 
for  his  letter  was  handwritten  and  had  stated  the 
opposite.  Dr.  McIntosh  was  shot  down  (though 
not  killed)  after  midnight  on  the  day  he  was  to 
confront  the  Governor  at  the  Columbia  meeting 
by  a man  who  shouted  as  he  fled,  “Coley  won’t 
be  bothered  with  you  tomorrow.”  Neither  the 
forger  nor  the  assassin  was  apprehended.3 

In  his  paper  entitled  “The  Drugs  That  Forty- 
five  Years  of  Experience  Have  Taught  Are  Most 
Useful”4,  Dr.  McIntosh  discusses  drugs  in  what 
was  to  him  “the  order  of  their  relative  impor- 
tance”: First,  water  — “This  is  not  usually  classed 
as  a drug,  but  to  me  it  is  the  most  important  of  all 
the  remedies  and  if  we  could  persuade  the  major- 
ity of  our  patients  to  form  an  intimate  acquain- 
tance with  water,  the  drug  store  business  would 
go  into  a rapid  decline. 

“As  a remedy,  water  is  good  externally,  inter- 
nally and  eternally.  But  there  is  just  one  word  of 
caution  I would  like  to  utter  regarding  the  bath- 
ing of  febrile  cases.  And  that  is  — never  under 
any  circumstances  bathe  an  influenza  case;  the 
dirtier  they  are,  the  more  quickly  they  get  well. 
Bathe  them,  keep  them  nice  and  clean,  and  fresh 
and  sweet,  and  have  them  die  of  Influenzal 
Pneumonia. 

“It  is  to  the  internal  use  of  water  that  I want  to 
direct  your  attention.  What  is  the  most  frequent 
disease  or  disorder  with  which  you  meet?  It  is  not 
the  much  maligned  common  cold’.  The  common 
cold  runs  a poor  second  to  the  leader,  and  this 
leader  is  constipation;  and  the  most  frequent 
cause  of  constipation  is  that  your  patient  hardly 
knows  that  God  intended  water  for  any  other  use 
than  to  wash  his  face  in.  He  hardly  knows  how 
water  looks  in  a glass  tumbler.  If  you  can  teach 
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this  constipated  patient  that  his  best  cure  is  to 
drink  twelve  to  sixteen  glasses  full  of  water  in  the 
twenty-four  hours,  you  will  have  done  a good 
day’s  work. 

“Tell  him  to  drink  water  at  meal  times,  to  drink 
it  with  his  meals.  And  here  the  water  should  be 
taken  cold  — as  cold  as  the  individual  desires  it; 
personally,  I drink  mine  well  iced.  That  he  must 
drink  at  least  three  glasses  with  each  meal  and,  in 
addition,  he  should  drink  at  least  one  glass  before 
breakfast,  one  between  breakfast  and  dinner, 
and  one  between  dinner  and  supper,  and  two 
glasses  before  retiring.  If  you  can  get  him  to 
persist  in  this,  you  will  have  cured  his  constipa- 
tion. The  only  objection  to  this  plan  is  that  in  six 
months  you  will  have  lost  a patient,  for  your 
patient  will  be  well  and  will  stay  well. 

“Again,  on  the  opposite  extreme,  water  is  the 
best  remedy  for  nausea  and  vomiting.  Here  it 
should  be  taken  hot  — as  hot  as  the  patient  can 
possibly  swallow  and  as  much  as  three  or  four 
glasses  full  must  be  swallowed,  one  glass  just 
after  the  other.  It  really  makes  very  little  differ- 
ence whether  the  hot  water  stays  down  or 
whether  it  comes  back  up.  In  either  case,  it 
washes  the  offending  material  out  of  the  stomach, 
and  the  patient  gets  the  desired  relief. 

“Another  internal  use  of  water  is  as  an  enema. 
And  here  again  it  is  one  of  the  best  of  the  reme- 
dies. But  here,  strange  to  say,  it  is  successful 
because  of  unpleasantness.  For  the  patient  dis- 
likes the  unpleasant  enema  so  thoroughly  that  he 
will  make  a strong  mental  effort  to  avoid  having  to 
resort  to  it  and  often  this  mental  effort  is  all  that  is 
needed  to  produce  a thorough  evacuation.  ” 

Second,  calomel. 

Third,  opium  and  its  various  alkaloids.  “Let 
your  attention  be  fixed  on  the  relief  you  afford 
your  patient  and  not  too  much  on  what  the 
textbook  says  is  the  proper  size  of  the  dose.  ” “In 
these  days  of  our  beneficent,  paternal  govern- 
ment in  Washington,  those  wiseacres  undertake 
to  tell  the  doctor  just  how  he  should  be  allowed  to 
practice  medicine;  and  so  it  is  often  impossible 
for  you  to  order  over  the  phone  any  other 
anodyne  than  paragoric  (which  the  same  wise 
government  has  decided  can  be  sold  ad  libi- 
tum).” 

Fourth,  quinine. 

Fifth,  iodine. 

Sixth,  alcohol. 

Seventh,  arsenic. 


Eighth,  the  anesthetics  (ether,  chloroform  and 
nitrous  oxide). 

Ninth,  iron. 

Tenth,  the  glandular  extracts.  “Their  discov- 
ery and  use  has  constituted  probably  the  most 
marked  advance  in  medicine  in  the  past  fifty 
years.” 

Eleventh,  the  salicylates. 

Twelfth,  the  antipyretics. 

Thirteenth,  the  hypnotics  (bromides). 

He  goes  on  to  mention  digitalis  and  cod  liver 
oil.  Of  the  latter  he  says,  “This  vile  drug  is  my  pet 
abomination.  It  was  administered  to  me  when  I 
was  a small  boy  more  than  sixty  years  ago,  and  to 
this  day  I can  still  taste  the  vile  stuff  whenever  I 
happen  to  think  of  those  days.  ” 

At  the  Annual  Meeting  of  the  South  Carolina 
Medical  Association  in  Columbia  on  20  May, 
1942,  the  chair  recognized  Major  O.  B.  Mayer7; 
(The  State  Newspaper,  Aug.  3,  1942).  In  his 
comments,  Dr.  Mayer  proceeded  as  follows:  “In 
a time  of  war,  it  is  not  unbecoming  to  turn  aside 
from  arduous  tasks  to  honor  one  of  our  members 
whom  we  love  and  whose  life  exemplifies  the 
virtues  and  qualities  of  human  kindness  for  which 
we  are  fighting.  In  honoring  such  a man,  we 
reaffirm  our  faith  in  our  heritage. 

“The  Columbia  Medical  Society  has,  by 
unanimous  voice,  decided  to  express  its  deep  felt 
respect  for  one  of  its  most  distinguished  mem- 
bers. By  reserving  a place  on  this  program,  the 
South  Carolina  Medical  Association  joins  us  upon 
this  happy  occasion.  In  the  past,  the  Columbia 
Medical  Society  has  on  occasion  honored  certain 
of  its  members  for  outstanding  achievements  in 
science,  others  for  devotion  to  their  profession, 
others  for  vision  in  fostering  organized  medicine. 
Today  we  wish  to  add  to  that  role  one  who  has  not 
only  all  the  claims  to  recognition,  but  who  in 
addition  has  won  a unique  place  in  the  affections 
of  the  community  as  an  outstanding  family  doc- 
tor, so  faithful,  conscientious  and  skilled  in  his 
service  that  no  one  can  replace  him.  The  confi- 
dence and  devotion  of  several  generations  of 
mothers  bears  glorious  witness  to  his  achieve- 
ments and  a far  greater  recognition  than  anything 
we  can  do  or  say  here.  It  is  rather  we  who  are 
honored  here  today.  In  showing  honor  to  him, 
we  honor  ourselves  for  the  Medical  Society  can 
point  with  pride  to  his  long  and  faithful  service. 
He  has  always  championed  what  is  right.  When 
any  problems  arose  calling  for  the  establishment 
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of  a precedent,  it  was  to  him  we  turned  for  coun- 
sel. When  we  needed  guidance  from  the  past,  it 
was  his  rich  experience  that  served  us.  He  has  a 
conspicuous  record  of  a faithful  attendance  to  the 
meetings  of  this  Society.  For  the  younger  mem- 
bers of  our  profession,  he  is  a conspicuous 
exemplar  of  the  great  tradition  of  a family  prac- 
titioner who  has  endeared  himself  to  patients  and 
to  brother  doctors.” 

Dr.  Mayer  awarded  a silver  pitcher  and 
tumblers.  Engraved  upon  the  pitcher  was  the 
following:  “In  appreciation  of  the  long  life  spent 
unselfishly  in  the  service  of  humanity  and  as  an 
expression  of  our  friendship  and  esteem,  this 
token  is  presented  to  Dr.  James  H.  McIntosh  by 
his  medical  colleagues  of  Columbia  May  20, 
1942.” 

The  Recorder  of  September  1942  included  the 
following  article: 

“Honor  where  honor  is  due.” 

“ ‘Uncle  Jimmy’,  as  he  is  affectionately  called 
by  many,  is  the  dean  of  the  profession  here  and 
for  many  years  has  let  his  level  head  and  straight 
thought  be  a guide  toward  pure  ethical  practice 
of  medicine;  and  by  the  same  token  Uncle  Jimmy 
spoke  his  mind  and  always  hewed  to  the  line, 
letting  the  chips  fall  where  they  might.  In  dealing 
with  truth  and  right,  he  is  as  quiet  and  gentle  as  a 
maiden  aunt,  but  to  mix  an  untruth  or  dilute  the 
right  will  shower  down  with  all  the  might  of  his 
more  than  two-hundred  pounds  and  keen  brain 
all  the  ire  and  wrath  of  an  emptying  volcano  and 
withering,  stinging,  biting  sarcasm  harbored 
within  his  brain  and  flanked  by  an  ample  vocabu- 
lary. 

“Nothing  need  be  added  to  have  a plain,  hon- 
est, upright,  outspoken  gentleman  and  nothing 
need  be  taken  away  to  have  a wholly  loyal, 
wholesome,  beloved  friend  and  physician.  Let 
him  who  has  Uncle  Jimmy  as  a physician  consider 
himself  indeed  physically  fortunate  and  those 
who  have  him  as  a friend  be  morally,  spiritually 
and  culturally  enriched.  ” 

A committee  of  Dr.  McIntosh’s  patients  and 
friends  organized  to  raise  fupds  for  a portrait 
which  was  painted  by  Charles  M.  Crowson  and 
hangs  in  Richland  Memorial  Hospital  (The  State 
Newspaper:  September  3,  1944,  and  September 
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4,  1944).  There  were  more  than  140  contributors 
to  this  project.  The  general  theme  of  their  re- 
sponses was  appreciation  for  the  opportunity  to 
contribute  with  an  offer  of  a second  contribution 
should  it  be  needed.  The  portrait  was  presented 
on  August  6,  1942.  Dr.  William  Weston  presided 
at  the  ceremony.  Mrs.  J.  B.  Sylvan  received  it  on 
behalf  of  the  hospital. 

Soon  after  Dr.  McIntosh  first  became  ill,  there 
was  a quote  in  The  Recorder  in  1944  as  follows: 
“Uncle  Jimmy  is  improving.  When  one  of  his 
daughters  (Mrs.  McIntosh  died  on  3 January, 
1930)  asked  him  which  of  the  six  desserts  that  had 
been  sent  to  him  he  wanted  for  supper,  he  re- 
plied, ‘Some  of  all  six’  ” (Mrs.  Nancy  Pearlstine, 
Personal  Communication).  He  died  at  his  home, 
1501  Lady  Street,  on  the  2nd  of  September,  1944 
(The  State  Newspaper:  September  3,  1944,  and 
September  4,  1944). 8>  9 

It  is  clear  that  in  Columbia  Dr.  McIntosh  held 
an  enviable  place  in  the  hearts  of  his  brother 
physicians  and  his  patients.  He  was  always 
courteous,  ethical,  kind  to  the  younger  members 
of  the  profession,  and  punctual  to  the  minute  on 
his  consultations. 

A quote  which  was  thought  to  exemplify  his  life 
by  one  of  the  contributors  for  his  portrait  is  as 
follows:  “Do  what  thy  manhood  bids  thee  do. 
From  none  but  self  expect  applause.  He  noblest 
lives  and  noblest  dies  who  makes  and  keeps  his 
self-made  laws”  (Sir  Richard  Francis  Burton).  □ 
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Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

Vermox* 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0 mg/kg.  Since 
VERMOX  may  have  a risk  of  producing  fetal  damage 
if  administered  during  pregnancy,  it  is 
contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit/risk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required. 

Mean  cure  rate  of  VERMOX®  in  treating  whipworm; 
cure  rate  range  of  61  -75%.  Data  on  file  at  Janssen 
Pharmaceutica  Inc. 

Mean  egg  reduction  of  VERMOX®  in  treating 
whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 
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Committed  to  research. . . 
because  so  much  remains  to  be  done. 


The  Annual  Meeting  of  the  South  Carolina 
Bar  will  be  held  at  the  Hyatt  on  Hilton  ffead 
May  29-31,  1980.  From  8:45  a.m.  to  12:00 
Noon,  and  from  2:00  to  5:30  p.m.  on  Friday, 
May  30,  there  will  be  a Medical  Malpractice 
Seminar  in  Leamington  Hall  South.  This  Semi- 
nar will  feature  speakers  from  Chicago,  Boston, 
Kansas  City  and  Mineola,  New  York,  as  well  as 
South  Carolina. 

Morris  D.  Rosen,  President  of  the  South 
Carolina  Bar,  has  extended  an  invitation  for 
members  of  the  SCMA  to  attend.  The  Bar  of- 
fice should  be  notified  by  May  15  if  you  are 
planning  to  attend.  There  will  be  no  charge  un- 
less printed  materials  are  desired.  Those  physi- 
cians desiring  printed  materials  are  requested 
to  notify  the  Bar  office  before  May  15  so  that 
adequate  copies  may  be  prepared.  The  esti- 
mated cost  is  $15.00. 


Give 
the  most 
thoughtful  of 
tributes  in  honor 
of  someone  you  care  for 
through  Memorial  Gifts. 


South  Carolina  Lung  Association 
1817  Gadsden  St. 
Columbia,  S.  C.  29201 
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THE  SECOND  MEDICAL  SCHOOL  — SIX  YEARS  LATER 


Elsewhere  in  this  issue,  Drs.  Darby  and  Mac- 
donald chronicle  the  progress  made  by  the  Uni- 
versity of  South  Carolina  School  of  Medicine. 
Members  of  its  charter  class  are  now  rising 
seniors.  However,  six  years  after  its  creation, 
controversy  about  the  need  for  “the  second  med- 
ical school”  continues  in  certain  quarters. 

A recent  editorialist  in  The  Greenville  News 
suggested  that  “South  Carolina  is  going  to  be  in 
severe  financial  difficulties  if  the  University  of 
South  Carolina’s  plans  to  develop  a full-fledged 
medical  university  in  Columbia  are  allowed  to 
materialize.”  The  author  claimed  that  an  enor- 
mous expenditure  would  be  required  “to  achieve 
the  USC  aim  of  duplicating  in  Columbia”  the 
existing  facilities  and  programs  of  the  school  in 
Charleston.  It  was  argued  that  the  legislature 
should  merge  the  Columbia  school  with  the 
Medical  University  of  South  Carolina,  in 
Charleston. 

This  argument  overlooks  several  facts.  The 
University  of  South  Carolina  has  no  plans  to  de- 
velop a “full-fledged  medical  university”  (actu- 
ally, the  concept  of  a “medical  university”  is  a 
nebulous  one  — medical  schools  without  parent 
universities  are  rarities  in  this  country,  so  that  a 
“medical  university”  is  an  anomaly).  Rather,  the 
rationale  that  the  University  of  South  Carolina 
offered  pre-existing  components  for  such  a “med- 
ical university”  still  holds.  As  is  made  clear  in  the 
article  by  Drs.  Darby  and  Macdonald,  the  Uni- 
versity of  South  Carolina  already  had  active  pro- 
grams in  nursing,  public  health,  pharmacy,  and 
medicine-related  social  work  long  before  the 
medical  school  came  into  being.  These  programs 
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compliment  the  medical  school  without  impos- 
ing additional  costs.  Other  departments  within 
the  university,  such  as  psychology,  law,  an- 
thropology, and  history,  contribute  to  the  medi- 
cal school,  again  without  additional  expense. 

Another  overlooked  fact  is  the  new  school’s 
lack  of  a university  hospital.  University  Hospitals 
are  expensive  propositions.  The  cost  of  running 
the  Medical  University  Hospital  in  Charleston 
exceeds  by  several  fold  the  entire  operating 
budget  for  the  new  medical  school  in  Columbia. 
There  are  even  discussions  at  this  time  of  having 
the  state  take  over  the  expense  of  running 
Charleston  County  Hospital  — an  arrangement 
which  would  also  be  unique  in  South  Carolina. 
With  its  base  in  a Veterans  Administration  medi- 
cal center  and  in  a community  hospital,  the  Co- 
lumbia school  does  not  burden  taxpayers  with 
the  need  to  finance  not  only  medical  education 
but  also  medical  care. 

The  state  Commission  on  Higher  Education 
recently  suggested  that  the  new  school  should 
not  duplicate  programs  already  existing  in 
Charleston.  Rather,  the  commission  stated  that 
the  new  school  should  emphasize  family  prac- 
tice. It  was  pointed  out  by  Dean  Macdonald, 
quite  correctly,  that  the  production  of  medical 
specialists  falls  within  the  realm  of  graduate,  not 
undergraduate  medical  education.  The  aim  of 
undergraduate  medical  education  should  be  to 
produce  what  he  termed  a “totipotential  medical 
graduate,  capable  of  differentiating  into  the 
specialty  of  his  or  her  choosing.  Although  the 
need  for  more  family  practitioners  was  em- 
phasized at  the  new  school’s  founding,  we  all 
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know  that  in  this  free  nation  we  should  not  coerce 
students  to  enter  one  specialty  or  another.  Mar- 
ketplace economics  are  a strong  force  in  physi- 
cian specialization  and  distribution  — as  we  pro- 
duce more  medical  graduates,  it  can  be  antici- 
pated that  the  actual  needs  of  our  state’s  popula- 
tion will  be  increasingly  well-met.  The  present 
administration  of  the  new  medical  school  has 
plans  to  develop  graduate  training  programs  in 
various  fields  of  medicine  as  their  needs  develop. 
It  is  obvious  that  students  need  exposure  to  all  of 
the  important  fields,  and  that  this  will  require  an 
admixture  of  full-time  and  clinical  faculty7. 

Perhaps  the  most  amusing  barb  directed  at  the 
new  programs  in  Columbia  appeared  in  the  Bul- 
letin of  the  Medical  University  of  South  Carolina. 
In  a section  of  announcements  of  student  elec- 
tives, the  following  description  of  an  elective 
rotation  for  Charleston  students  at  the  Richland 
Memorial  Hospital,  in  Columbia,  appeared: 
“Student  will  be  introduced  to  the  princi- 
ples and  practice  of  internal  medicine  on  a 
level  that  is  as  advanced  as  each  can  indi- 
vidually handle.  They  will  be  exposed  to  a 
variety  of  disease  conditions  and  will  die.” 


The  quip  was  picked  up  by  the  New  Yorker 
Magazine  and  thus  received  some  nationwide 
notoriety.  It  made  the  bulletin  boards  in  Colum- 
bia, prompting  a few  chuckles  but  also  making  at 
least  some  persons  engaged  in  helping  these  stu- 
dents from  Charleston  wonder  what  else  was 
being  said. 

South  Carolina  now  has  two  medical  schools, 
both  of  which  have  broad-based  commitments  to 
the  health  sciences.  The  “second”  school  in  Co- 
lumbia offers  these  commitments  within  the 
framework  of  a pre-existing  full-fledged  univer- 
sity. This  fact  combined  with  its  lack  of  a state- 
supported  university  hospital  make  under- 
graduate medical  education  in  Columbia  rela- 
tively inexpensive.  Interestingly,  the  cost  of  the 
University  of  South  Carolina  School  of  Medicine 
during  its  first  six  years  has  averaged  less  than 
two  million  dollars  per  year  — truly  a bargain  in 
today’s  medical  education  market. 

— CSB 
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SOUTH  CAROLINA  PHYSICIANS  LEAD  THE  WAY 


The  physicians  of  South  Carolina  are  to  be 
commended  for  the  manner  in  which  they  have 
met  and  dealt  with  the  challenges  brought  about 
with  the  enactment  of  the  Social  Security7  Dis- 
ability Program  in  1954  and  subsequent  amend- 
ments. Many  of  the  procedures  instituted  in 
South  Carolina  have  been  adopted  and  utilized 
by  other  State  Medical  Societies  and  Disability7 
Divisions  throughout  the  nation.  Some  of  these 
procedures  will  be  noted  in  the  following  para- 
graphs. 

In  1965  a brief  program  including  a film  “The 
Disability7  Decision”  was  offered  to  all  county7 
medical  societies.  This  offer  was  accepted  by  a 
number  of  the  larger  groups  and  led  to  much 
discussion  and  better  understanding  of  the  pro- 
gram. This  program  was  also  presented  to  the 
House  Staff  at  the  Medical  University  of  South 
Carolina  upon  request. 


In  1975  a physician  was  appointed  to  conduct 
the  professional  relations  activities  of  the  Disabil- 
ity7 Program.  South  Carolina  was  the  first  state  to 
have  a physician  in  this  position.  Other  State 
Disability7  Divisions  realizing  the  advantages  of 
this  procedure  have  followed  the  example  of 
South  Carolina  and  now  have  physicians  as  Pro- 
fessional Relations  Officers. 

In  1976  South  Carolina  became  the  first  state 
to  have  a Disability7  Division  Program  approved 
for  CME  credit.  This  program  was  offered  to  all 
county  Medical  Societies  and  was  presented  at  23 
meetings.  Other  states  using  the  South  Carolina 
Program  as  a model  now  have  programs  ap- 
proved for  CME  credit. 

During  the  past  five  years  the  Journal  of  the 
South  Carolina  Medical  Association  has  accepted 
and  published  a number  of  timely  articles  dealing 
with  the  Disability7  Programs.  Several  of  these 
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articles  have  been  published  in  the  journals  of 
other  State  Medical  Associations  after  permis- 
sion was  granted  by  the  Journal  of  the  SCMA. 

The  Disability  Determination  Division  mans 
an  exhibit  at  the  annual  meeting  of  the  SCMA. 
Many  physicians  visit  this  exhibit  to  ask  ques- 
tions, make  comments  or  suggestions.  These 
comments  and  suggestions  are  welcomed  and 
passed  on  to  the  Administrator.  The  new  revised 
Listing  of  Impairments  contains  some  of  the 
changes  recommended  by  South  Carolina  physi- 
cians. 

In  1979  the  Executive  Committee  of  the 
SCMA,  upon  the  recommendation  of  Dr.  John 
Hawk,  appointed  a Liaison  Committee  between 
the  SCMA  and  the  Disability  Determination  Di- 
vision. The  members  of  this  committee  are:  Drs. 
Carlysle  Barfield  and  Richard  Ulmer,  Charles- 
ton; Drs.  D.  O.  Royals  and  Joe  Crosland, 
Greenville;  Dr.  Henry  Martin,  Lexington;  Dr. 
William  Ward,  West  Columbia;  and  Dr.  Fred  H. 
Fellers,  Columbia.  This  is  another  first  in  the 
nation  for  the  physicians  of  South  Carolina.  To 
date  the  committee  has  had  two  very  informative 
and  profitable  meetings.  This  has  done  much  to 
establish  a closer  working  relationship  between 
the  physicians  and  the  Disability  Program.  It  is 
impossible  to  carry  out  a meaningful  Disability 
Program  without  the  support  and  cooperation  of 
all  physicians. 

The  physicians  of  South  Carolina  have  not  only 
met  the  many  challenges  encountered  in  a large 
federally  administered  Disability  Program,  but 
have  also  contributed  much  to  the  proper  ad- 
ministration of  this  program  nationally.  It  is  felt 
that  any  challenges  created  by  the  New  Listings 
of  Impairments  will  be  dealt  with  in  a similar 
manner. 

At  the  onset  of  the  Disability  Program  it  be- 
came obvious  that  to  administer  this  type  of  pro- 
gram it  was  necessary  to  develop  a medical  refer- 
ence base  for  the  determination  of  those  degrees 
of  physical  or  mental  impairments  which  could 
be  expected  to  preclude  work.  Thus,  the  first 
handbook  for  physicians  entitled  “Disability 
Evaluation  Under  Social  Security”  containing 
the  listings  of  impairments  came  into  use.  Even 
in  the  beginning,  it  was  recognized  that  to  list  all 
of  the  potentially  disabling  impairments  would 
make  the  listings  voluminous  and  impractical  for 
easy  reference.  In  the  early  years  the  listing  was 
comparatively  smaller  and  the  Disability  Pro- 
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gram  somewhat  more  restrictive. 

The  number  of  beneficiaries  and  total  expendi- 
tures under  the  Social  Security  Administration’s 
Disability  Insurance  Program  has  steadily  in- 
creased with  the  most  significant  increase  since 
1966  when  the  last  major  liberalization  of  the 
definition  of  disability  took  place.  During  the 
period  1966-78  the  number  of  persons  receiving 
disabled-worker  benefits  increased  by  160  per- 
cent, rising  from  1.9  million  to  4.9  million.  In 
1966  all  types  of  disability  benefits  amounted  to 
$1.8  billion.  By  1978  this  figure  had  increased 
sixfold  to  $12.5  billion.  At  the  end  of  the  fiscal 
year  1978  South  Carolina  disability  benefit  pay- 
ments amounted  to  $18.5  million  per  month.  The 
1979  statistics  are  not  completed  as  yet,  but  ap- 
parently this  figure  will  be  in  excess  of  $20  mil- 
lion per  month  for  1979. 

The  growth  in  the  Disability  Insurance  Pro- 
gram has  manifested  itself  in  a number  of  ways: 

(1)  Increases  in  benefit  payments  and  the 
number  of  beneficiaries  on  the  rolls; 

(2)  A rise  in  the  number  and  rate  of  disability 
applications; 

(3)  A significant  increase  in  the  number  of  per- 
sons requesting  reconsideration  and  hear- 
ings (with  their  disability  allowed  as  a re- 
sult), and 

(4)  A reduction  in  the  number  and  proportion 
of  benefits  being  terminated  as  a result  of 
recovery,  return  to  work,  or  rehabilitation. 

During  the  25  years  that  the  Social  Security 
Disability  Insurance  Program  has  been  in  exis- 
tence, there  have  been  many  advances  in 
medicine  both  in  diagnosis  and  treatment.  This 
has  resulted  in  the  first  major  revision  of  the 
Listing  of  Impairments  since  1969.  Preparation 
of  the  new  listings  required  several  years  with 
input  and  guidance  from  many  sources  including 
the  AMA,  state  associations,  various  specialty 
groups,  and  interested  individuals.  As  noted 
previously,  some  of  these  changes  are  in  accord 
with  suggestions  and  recommendations  of  physi- 
cians of  South  Carolina. 

The  new  handbook,  entitled  “Disability 
Evaluation  Under  Social  Security”  provides  over 
100  sets  of  symptoms,  signs  and  laboratory  find- 
ings categorized  under  13  body  systems  or  dis- 
ease processes  and  is  referred  to  as  the  “Listing  of 
Impairments.  In  addition  to  the  listings,  the 
handbook  contains  a brief  explanation  of  the 
rationale  of  disability  evaluation  under  Social 
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Security  and  some  background  information 
about  the  Disability  Programs.  This  is  very  im- 
portant since  the  Disability  Programs  under  So- 
cial Security  differ  in  many  ways  from  other  Dis- 
ability Programs  as  to  the  type  of  information 
required,  manner  of  reporting,  duration,  and 
severity. 

Several  facts  are  obvious  in  the  new  listings. 
F irst,  as  a rule  they  do  require  that  more  detailed 
information  be  furnished.  Secondly,  in  many  in- 
stances they  require  information  regarding  re- 
sponse to  treatment  over  a sufficient  period  of 
time  to  determine  its  effectiveness.  Overall,  it  is 
felt  that  the  new  listings  are  an  improvement  and 
take  a more  realistic  approach  to  disability  de- 
termination under  the  Social  Security  Law  and 
regulations.  However,  they  will  require  the 
complete  support,  assistance  and  cooperation  of 


all  physicians  in  South  Carolina.  With  the  past 
record  of  the  South  Carolina  physicians  it  is  felt 
certain  that  they  will  meet  the  challenge. 

The  Disability  Determination  Division  of  the 
South  Carolina  Vocational  Rehabilitation  De- 
partment has  begun  distribution  of  the  new 
handbooks  at  no  charge  to  the  physician.  Any 
physician  who  has  not  received  a copy  or  desires 
further  information  may  contact  the  Disability 
Determination  Division,  3710  Landmark  Drive, 
Columbia,  South  Carolina  29204. 

Fred  H.  Fellers,  M.D. 

Medical  Consultant  for  Professional  Relations, 
Disability  Determination  Division 
South  Carolina  Vocational 
Rehabilitation  Department 
P.  O.  Box  4945 
Columbia,  S.  C.  29240 


Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28204 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Flovd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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CLASSIFIED 

WANTED  FULL-TIME  FACULTY  MEM- 
BER WITH  ESTABLISHED  FAMILY  PRAC- 
TICE Residency  Program  in  South  Carolina. 
Residency  trained,  Board  Certified  Family 
Physician.  Practice  and/or  teaching  experience 
preferred.  University  affiliation  with  faculty  ap- 
pointment. Salary  negotiable,  excellent  benefits. 
Send  all  inquiries  and  curriculum  vitae  to:  Direc- 
tor of  Family  Practice  Residency,  Center  for 
Family  Medicine,  701  Grove  Road,  Greenville, 
SC,  29605,  EOE  (803)  242-7831. 
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• provides  effective  symptomatic 
relief 

• b.i.d . dosage  simplifies  therapy 

• scored  tablet  for  dosage  f lexi  bi  I ity 

OPTIMINE® 

azatadine  maleate,  1 mg.  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants: This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants. 

Use  in  Nursing  Mothers:  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers. 

Use  in  Lower  Respiratory  Disease:  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions:  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure;  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section). 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with:  narrow  angle  glaucoma; 
stenosing  peptic  ulcer;  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy;  bladder  neck 
obstruction. 

Use  in  Children:  In  infants  and  children  especially,  anti- 
histamines in  overdosage  may  cause  hallucinations,  con- 
vulsions, or  death. 

As  in  adults,  antihistamines  may  diminish  mental  alertness 
in  children.  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE. 

Use  in  Preanancv:  Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  fetus. 

Use  with  CNS  Depressants:  Azatadine  maleate  has  additive 
effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc.). 

Use  in  Activities  Requiring  Mental  Alertness:  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances, machinery,  etc. 

Use  in  the  Elderly  (approximately  60  years  or  older):  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients. 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and,  therefore,  should  be  used  with  caution  in  patients 
with:  a history  of  bronchial  asthma;  increased  intraocular 
pressure;  hyperthyroidism;  cardiovascular  disease; 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined: 

General:  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity, excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles. 

Hematologic  System:  Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis. 

Nervous  System:  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions. 
Gastrointestinal  System:  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation. 

Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion. urinary  retention,  early  menses. 

Respiratory  System:  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness. 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion. Stimulation  is  particularly  likely  in  children.  Atropine- 
like signs  and  symptoms  (dry  mouth;  fixed,  dilated  pupils; 
flushing;  and  gastrointestinal  symptoms)  may  also  occur. 

If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit.  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag.  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children. 

If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  >/2  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content. 

Stimulants  should  not  be  used. 

Vasopressors  may  be  used  to  treat  hypotension. 
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For  more  complete  details,  consult  package  insert  or 
Schering  literature  available  from  your  Schering  Represen- 
tative or  Professional  Services  Department,  Schering  Cor- 
poration, Kenilworth,  New  Jersey  07033. 
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barbitu  - 
fates.  MAO 
inhibitors  and 
other  antidepres- 
sants may  potentiate 

'is  action  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies  Observe  usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur,  discontinue  drug.  Isolated  reports 
O'  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Tension,  anxiety  and 
psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2’/2  mg  t.i.d.  or  q.i.d.  initially, 
increasing  as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg,  5 mg  and  10  mg — bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  available  in  trays 
of  10. 


x Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
' Nutley,  New  Jersey  07110 


Practical  pointers  on  taking 
antianxiety  medications 

do’s  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 
common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a few  days.  Urge  the 
patient  to  contact  you  for  a possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  all  medicines,  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

and  don’ts  Since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 


"W  'W"  # 2-mg,  5-mg,  10-mg  scored  tablets 

Valium 

diazepam/Roche 

An  important  adjunct  to  your 
treatment  program  for  excessive 
psychic  tension 


THE  CHALLENGE  OF  PROFESSIONAL  CITIZENSHIP 

I am  grateful  to  the  physicians  of  South  Carolina  for  the  opportunity  to  serve  as  your  President  for  the 
next  year.  I will  try  to  represent  you  in  a democratic  and  positive  manner.  Suggestions  will  he 
welcomed,  and  your  cooperation  in  the  activities  of  the  SCMA  is  anticipated  so  that  our  profession  will 
continue  to  move  forward  in  this  new  decade. 

Our  challenges  for  the  new  decade  will  he  many.  These  can  best  he  met  with  a strong  and  active  South 
Carolina  Medical  Association.  The  SCMA  can  be  strong  only  if  we  can  increase  membership  so  that  we 
represent  more  than  just  60  percent  of  the  physicians  in  our  state. 

Membership  in  organized  medicine  is  necessary  for  good  professional  citizenship.  Like  city,  county, 
state  and  national  levels  of  government,  so  in  medicine  we  have  county,  specialty,  state  and  national 
medical  organizations.  Every  physician  should  be  a good  citizen  and  participate  in  each  level.  By  so 
doing,  medicine  will  be  a strong  profession,  one  which  will  be  in  a position  to  give  future  generations  the 
opportunity  to  practice  medicine  in  the  free  manner  we  know  today.  It  is  our  responsibility  to  pass  to 
others  the  gift  that  was  ours. 

Membership  recruitment  is  the  responsibility  of  not  just  the  officers  of  the  Association,  but  each  of 
you  should  help  to  recruit  more  members.  I challenge  each  of  you  to  get  one  new  member.  In  so  doing, 
you  will  demonstrate  your  commitment  to  the  preservation  of  free  medicine. 

Let  me  thank  you  again  for  the  honor  of  serving  as  your  President.  I pledge  to  you  my  personal 
commitment  to  give  all  my  energy  to  the  office. 

Halsted  M.  Stone,  M.D. 

President 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION  AUXILIARY,  1979-1980 


At  our  56th  Annual  Meeting  last  year,  our  organization  reconfirmed  its  position  as  an  “Auxiliary”  by 
voting  out  the  category  of  “special  members.  ” Now  the  spouses  of  our  members  must  be  members  of 
their  medical  associations  (with  the  exception  of  widows).  Our  objectives  are  to  be  of  help  to  you.  Please 
call  on  us  more  often. 

Our  meetings  include  three  National  Meetings,  all  of  which  I attended.  They  are  the  National 
Convention,  Fall  Confluence  (leadership  training),  and  a Winter  Evaluation  Meeting.  At  the  state  level 
we  have  three  major  meetings:  Fall  Board  Meeting,  Spring  Workshop,  and  Convention. 

We  have  four  committees  that  are  extension  committees  of  our  National  Auxiliary.  They  are: 
MEMBERSHIP  — We  welcome  three  new  county  auxiliaries  this  year:  Bamberg,  Florence,  and 
Lexington.  Our  total  membership  at  this  writing  is  1338  with  an  increase  of  70  members  over  this 
time  last  year.  Mrs.  John  G.  Bates,  Southern  Regional  Vice-President,  met  with  our  1980  Work- 
shop in  April  and  spoke  on  Membership. 

LEGISLATION  — Our  state  Co-chairmen  conducted  a well-attended  state  workshop  in  Columbia 
in  September,  1979.  These  chairmen  have  themselves  attended  three  national  conferences  at  their 
own  expense  within  the  past  year.  They  have  shared  their  expertise  with  county  chairmen  and 
presidents  on  how  to  effectively  influence  legislators  at  the  state  and  national  levels.  They 
published  articles  in  SCAN  with  emphasis  on  each  Auxilian  becoming  an  informed  member  of  the 
local  H.S.A.  and  with  encouragement  to  read  the  A.  M.A.  News  as  a source  of  information.  In  an 
attempt  to  communicate  at  the  national  level,  I took  materials  designed  by  these  co-chairmen  to  our 
Fall  Confluence  in  Chicago,  resulting  in  this  information  being  shared  with  Auxilians  all  over  the 
United  States.  This  also  stimulated  requests  for  additional  information  from  Auxiliaries  in  Arizona, 
Michigan,  and  Oklahoma.  Programs  were  given  before  eight  County  Auxiliaries,  joint  meetings, 
and  one  public  forum . One  chairman  conducted  a Workshop  for  physicians  and  spouses  at  a national 
meeting  of  Otolaryngologists. 

HEALTH  PROJECTS  — Auxiliaries  distributed  posters  and  brochures  for  the  National  Auxiliary 
project  “Shape  Lip  For  Life.”  Since  this  year’s  emphasis  was  on  good  nutrition,  counties  had 
programs  about  this.  Spartanburg  recorded  medical  briefings  from  experts  and  these  were  taken  to 
local  radio  stations  and  aired  for  one  minute  daily. 

Other  Health  Projects  included  Greenville  County’s  27  Auxilians  who  demonstrated  “Smoking 
Sam  and  Sue”  to  third  graders.  To  date  1,400  heard  and  saw  this  program  in  sixteen  schools. 

In  one  county,  fourteen  members  gave  sixty  hours  to  assist  school  nurses  in  determining 
immunization  status  in  five  schools. 

St.  Patrick’s  Day  refreshments,  favors,  and  entertainment  were  provided  at  seven  nursing  homes 
in  one  County. 

Screening  clinics  and  screening  in  schools  are  large  parts  of  our  Health  Projects  in  South 
Carolina.  We  contributed  ten  original  projects  to  the  national  listing  of  projects  this  year  which 
gives  us  a total  of  forty-four  listed  for  other  county  auxiliaries  in  the  United  States  to  use  if  they  so 
desire. 

AMA-ERF  — These  funds  totaled  $17,529.12  as  of  April  1,  1980.  These  we  raised  in  imaginative 
ways  in  the  different  counties.  The  Christmas  Sharing  Cards  bring  in  by  far  the  largest  percentage 
of  this  money. 

My  theme  for  the  year  has  been  “BROADER  PERSPECTIVES.  ” I prepared  a “Fact  Sheet”  designed 
to  illustrate  some  of  the  ways  our  S.C.M.A.  Auxiliary  and  the  S.  C.  Medical  Association  open  broader 
perspectives  for  members,  and  distributed  these  on  my  visits  to  county  Auxiliaries  during  the  year. 
Another  way  to  accomplish  this  would  be  for  our  Long  Range  Planning  Committee  to  meet  together  and 
set  positive  goals  for  the  future  of  both  of  our  organizations. 

Thank  you  and  your  staff  for  all  the  good  support  I have  received  from  each  and  every  one. 

Respectfully  Submitted, 

Marge  Adams 

President,  S.C.M.A.  Auxiliary 

1979-1980 


P.  O.  Box  240197, 1715  Sharon  Road  West,  Charlotte,  N.C.  29224 


for  Information  Call  (704)  554-0285 
James  F.  Emmert,  Executive  Director 
Rex  R-  Taooart.  M.Q.MmcaWkmto 


FOR  THE  CHEMICALLY  DEPENDENT 


At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 


• Full  time  physician 

• Psychiatric  consultant 

• Registered  nurses 


• Professional  counseling  staff 

• Family  program 

• After-care  program 


TEGA-CORT  FORTE  1%  - TEGA  - CORT  - 0.5% 

(Available  at  all  drug  stores  - Rx  Only) 

SQUEEZE  TYPE  DISPENSER  BOTTLES 

Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosteroiid 

responsive  dermatoses  including  Poison  Ivy,  and  sunburn. 


Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 
by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 
use  only.  Store  in  a cool  place  but  do  not  freeze. 


PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 

DETAILED  INFORMATION 


WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 


ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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PERFORATION  OF  MECKEL'S  DIVERTICULUM  IN 
THE  NEWBORN* 


JAMES  E.  McMANUS,  M.D.** 

H.  K.  MOHAN  RAO,  M.D. 
ROBERTA.  COCHRAN,  JR.,  M.D. 
SAMI  B.  ELHASSANI,  M.D. 


Rupture  of  a Meckel’s  diverticulum  during  the 
newborn  period  is  rare.  The  youngest  patient 
recorded  by  Canty  et  al1  in  their  report  of  nine 
infants  and  children  was  2V2  months  old.  A total 
of  nine  instances  of  neonatal  perforation  of  a 
Meckel’s  diverticulum,  including  one  which  oc- 
curred in  utero,2'9  have  been  found  in  the  litera- 
ture. A recent  patient  prompted  our  interest  in 
this  problem  and  resulted  in  this  report. 

CASE  REPORT 

A 2268  gm  baby  boy  was  born  by  normal  spon- 
taneous delivery  to  a 22  year  old  primigravida 
mother  without  complications.  Oxygen  and  mild 
stimulation  were  given  in  the  delivery  room.  The 
newborn  was  given  two  feedings  of  5%  dextrose 
in  water  and  had  one  meconium  stool  at  five 
hours  of  age.  Three  hours  later,  abdominal  dis- 
tention developed.  An  orogastric  tube  was 
passed  and  abdominal  roentgenograms  were  ta- 
ken. A large  quantity  of  free  air  occupied  the 
peritoneal  cavity.  (Fig.  I)  A blood  culture  was 
obtained  after  which  Gentamicin,  Ampicillin  and 

* From  the  Department  of  Pediatrics  and  the  Department 
of  Surgery,  Spartanburg  General  Hospital,  Spartanburg, 
S.  C.  29203. 

**  Address  correspondence  and  reprint  requests  to  Dr. 
McManus  at  Wicker  Street,  Ticonderoga,  N.  Y.  12883. 


appropriate  fluids  and  electrolytes  were  adminis- 
tered. Due  to  increasing  abdominal  distention 
and  respiratory  distress,  pre-operative  needle 
paracentesis  was  performed  and  approximately 
30  ml  of  air  was  aspirated.  Exploratory7  laparoto- 
my disclosed  a perforation  at  the  distal  end  of  an 


FIGURE  I.  Upright  film  of  abdomen  showing  marked 
pneumoperitoneum . 


June,  1980 
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ileal  diverticulum,  40  cm  from  the  ileo-cecal 
junction.  A small  quantity  of  meconium  covered 
adjacent  loops  of  small  intestine  and  mesentery. 
The  diverticulum  was  excised  and  after 
peritoneal  lavage,  the  abdomen  was  closed. 

The  pathological  specimen  measured  1 cm  by 
0.8  cm  and  revealed  a diverticulum  with  small 
intestinal  layers.  In  one  area,  a defect  consistent 
with  perforation  was  seen.  No  evidence  of  gastric 
or  duodenal  heterotopia  was  found  in  the  speci- 
men. (Fig.  II). 


FIGURE  II.  Microscopic  section  showing  area  of  perfora- 
tion in  Meckel’s  diverticulum.  No  gastric  or  duodenal 
heterotopia  was  identified. 


The  postoperative  course  was  uneventful.  Oral 
feedings  were  started  in  36  hours  and  a regular 
commercial  formula  was  begun  on  the  fourth  day 
after  operation.  Hyperbilirubinemia  responded 
well  to  phototherapy  over  a seven  day  period. 
Both  antibiotics  were  stopped  on  the  fifth  post- 
operative day.  He  was  discharged  at  19  days  of 
age  in  good  condition.  Follow-up  examination  at 
five  weeks  of  age  revealed  normal  progress  and 
no  gastrointestinal  symptomatology. 

DISCUSSION 

Johann  Meckel,  circa  1812,  is  credited  with 
being  the  first  to  relate  the  outpouching  in  the 
ileum  to  faulty  obliteration  of  the  omphalomes- 
enteric duct.  It  occurs  in  1-2%  of  the  population 
but  accounts  for  complications  in  only  a small 
percentage  of  infants.  Kiesewetter10  collected 
only  50  instances  of  symptomatic  Meckel’s  diver- 
ticulum in  a 15  year  period.  Soltero  and  Bill11 
estimate  the  complication  rate  in  the  0-4  year  age 
group  to  be  3.04%  and  to  decrease  thereafter  to 
from  0.128%  to  2.05%.  Of  all  the  complications, 
perforation  of  Meckel’s  diverticulum  is  the  least 
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common,  developing  in  5-12%  of  the  symptomat- 
ic cases.  Perforation  occurring  in  the  newborn 
period  is  rare.  We  have  been  able  to  find  only 
nine  such  cases  in  the  literature. 

Ectopic  gastric  mucosa  with  the  perforation  at 
the  base  of  the  diverticulum  is  the  usual  finding. 
There  have  been,  however,  a sufficient  number 
of  exceptions,  including  our  patient,  to  state  that 
perforation  may  develop  in  a diverticulum  in  the 
absence  of  ectopic  gastric  or  duodenal  mucosa. 
Soderland7  described  four  cases  of  perforation  of 
Meckel’s  diverticulum  due  to  foreign  bodies;  in 
addition,  she  found  three  patients  with  perfo- 
rated diverticulitis  and  two  patients  with  a vascu- 
lar “disturbance”  caused  by  intestinal  obstruc- 
tion. Rosza  and  Gross4  found  no  recognizable 
gastric  mucosa  in  a diverticulum  which  had  rup- 
tured in  utero  and  suggest  that  the  intense  in- 
flammatory reaction  may  have  destroyed  it.  The 
observations  of  Touloukian12  relative  to  gastric 
perforations  and  the  review  by  Lloyd13  dealing 
with  gastrointestinal  perforations  support  the 
opinion  that  ischemic  necrosis  due  to  hypoxia 
plays  a significant  role  in  the  etiology  of  intestinal 
perforation  in  a newborn.  Our  patient,  although 
premature,  did  not  have  respiratory  distress 
until  after  perforation. 

The  diagnosis  of  a ruptured  Meckel’s  diver- 
ticulum is  seldom  made  preoperatively.  It  might, 
however,  be  suspected  in  an  infant  during  the 
first  year  of  life,  especially  when  there  is  a past 
history  of  episodic  abdominal  complaints  with 
occult  or  gross  blood  in  the  stool.  The  great 
majority  of  patients  will  have  abdominal  roent- 
genographic  findings  of  either  pneumoperitone- 
um or  evidence  of  small  bowel  obstruction. 
Lethargy,  abdominal  distention,  fever,  vomiting 
and  evidence  of  blood  in  the  stool  occur  in  a high 
percentage  of  patients.  The  signs  leading  to  the 
request  for  abdominal  films  in  our  patient  were 
rapid  distention  of  the  abdomen  and  tachypnea. 
Pain  and/or  vomiting  were  the  chief  complaints 
in  three  patients  with  perforation  reported  by 
Kieswetter. 10  Brookes6  reports  that  perforation  is 
often  preceded  by  hemorrhage  and  Canty  et  al1 
found  gross  blood  in  the  stools  of  five  of  nine 
patients  with  perforation  of  a Meckel’s  diver- 
ticulum. Shock,  secondary  to  blood  loss, 
hypovolemia  and  sepsis,  has  been  a frequent 
manifestation  especially  when  there  has  been  a 
delay  between  the  onset  of  perforation  and  surgi- 
cal treatment. 
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Surgery  is  undertaken  as  soon  as  existing  defi- 
cits are  corrected.  Intravenous  fluids,  orogastric 
or  nasogastric  decompression  and  antibiotics  are 
the  hallmarks  of  preoperative  preparation.  At- 
tention to  respiratory  distress  secondary  to 
marked  abdominal  distention  prompted  the  use 
of  trans abdominal  syringe  decompression  of  in- 
traperitoneal  air  and  resulted  in  dramatic  relief  in 
our  patient.  This  procedure  is  recommended. 14 
Two  forms  of  surgical  treatment  are  applicable. 
Simple  diverticulectomy  if  it  can  be  done  without 
compromising  the  lumen  of  the  bowel  is  prefera- 
ble. If  not,  intestinal  resection  with  end-to-end 
anastomosis  is  carried  out.  The  peritoneal  cavity 
is  lavaged  with  a warm,  saline  solution  prior  to 
closure.  The  addition  of  antibiotics  to  the  solu- 
tion may  improve  survival  in  those  patients  who 
have  had  a major  bacterial  insult.  As  noted  by 
Stone  and  Black,13  prenatal  perforations  of  the 
small  bowel  and  those  that  occur  within  one  or 
two  days  after  birth  primarily  create  chemical 
peritonitis.  After  the  third  day,  however,  any 
perforation  is  associated  with  both  bacterial  and 
chemical  components.  Sterile  cultures  were  ob- 
tained in  only  five  of  72  specimens  of  the 
peritoneum  in  a recent  review  of  gastrointestinal 
perforations  in  infants  and  children. 16  Escherich- 
ia coli  was  cultured  in  50  specimens  and  in  24, 
multiple  organisms  grew  out.  Systemic  adminis- 
tration of  antibiotics  aimed  at  both  gram-positive 
and  gram-negative,  aerobic  and  anaerobic  or- 
ganisms, should  be  continued  postoperatively. 
Intravenous  fluids  and,  if  necessary,  intravenous 
hyperalimentation  are  utilized  for  the  support  of 
the  patient.  Our  patient  tolerated  oral  feedings 
on  the  second  postoperative  day  precluding  the 
need  for  intravenous  nutrition. 

The  mortality  rate  of  neonatal  gastrointestinal 
perforations  remains  high.  Lloyd13  collected  402 
cases  of  whom  only  120  survived.  Of  the  46  in- 
stances of  small  bowel  perforations  due  to  all 
causes,  32  died.  In  the  survey  by  Emanuel  et 
al,16  similarly  poor  results  in  the  decade  from 
1965  to  1975  are  reported.  Of  38  newborn  pa- 
tients with  a perforation,  25  babies  died.  Ways  in 
which  this  mortality  can  be  reduced  should  be 
pursued.  Personnel  experienced  in  the  care  and 
evaluation  of  the  acutely  ill  neonate  would  ap- 
pear to  rank  high  in  this  regard.  Prompt  referral 
to  a suitable  facility  can  be  accomplished  in  most 
instances  and  should  no  longer  represent  an  ob- 
stacle. Although  perforation  of  a Meckel’s  diver- 


ticulum in  a newborn  is  very  unusual,  it  is  impor- 
tant that  pediatricians  and  surgeons  are  aware  of 
it  as  a possibility  when  confronted  with  a baby 
with  an  intestinal  perforation. 

SUMMARY 

Perforation  of  a Meckel’s  diverticulum  oc- 
curred in  a male  infant  on  the  day  of  birth.  The 
literature  pertaining  to  this  entity  is  reviewed 
and  certain  features  applicable  to  our  patient  are 
discussed.  □ 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly) 
is  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms: 

Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S.  pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY.  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OFTHE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CUSSES  (INCLUDING  ANAPHYUXIS  AFTER 
PARENTERAL  USE). 

Antibiotics,  including  Ceclor,  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and,  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  eg.,  pressor  amines, 
antihistamines,  or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential.  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function. 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended. 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established.  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus. 

Usage  in  Infancy — Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established. 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®.  250  and  500  mg 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below. 

Gastrointestinal  symptoms  occurred  in  about  2.5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  were  reported  in  about 
1 . 5 percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients. 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  1 00  patients) . 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported . Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic — Slight  elevations  in  SG0T,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40). 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200).  [070379R] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 

S.  pneumoniae  or  H.  influenzae. 8 
Note:  Ceclor®  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever.  See  prescribing  information. 
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the  profession  on  request  from 
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MICROSURGERY  IN  UROLOGY 


FREDERICK  J.  GOULDING,  M.D.* 


Microsurgery  may  be  defined  as  surgery  per- 
formed under  the  magnification  provided  by  an 
operating  microscope.1  Nylen,  in  1921,  used  a 
monocular  microscope  to  perform  microsurgery 
on  patients.2  The  first  specialists  to  employ  mi- 
crosurgery were  the  otolaryngologists  who  used 
it  quite  effectively  for  middle  ear  surgery.  The 
ophthalmologists  subsequently  found  it  quite 
useful  for  repair  and  reconstruction  of  the  eye’s 
anterior  chamber.3  Over  the  past  two  decades, 
most  surgical  specialities  have  employed  micro- 
surgical  techniques  to  various  extents. 

With  the  increased  use  of  microsurgery,  there 
have  been  comparable  advances  in  the  develop- 
ment of  microsurgical  techniques  with  a resul- 
tant increase  in  the  success  rate.4  There  have  also 
been  accompanying  improvements  in  operating 
microscopes,  refinement  of  a wide  variety  of  mi- 
croinstruments, and  introduction  of  suture  sizes 
from  8-0  to  11-0  (about  2M>  X rbc)  with  various 
size  (140  to  30  um)  and  shape  needles. 

Operating  on  extremely  fine  structures  under 
the  microscope  is  unnatural  and  a new  eye- 
microscope-hand-instrument  coordination  must 
be  developed  first  in  the  laboratory.  This  skill 
must  be  maintained  by  frequent  clinical  or 
laboratory  practice. 

Recently  in  the  field  of  Urology  there  has  been 
a big  emphasis  on  microsurgery  with  its  applica- 
tion to  several  facets  resulting  in  improved  surgi- 
cal success.  Vasectomy  is  currently  one  of  the 
most  frequently  performed  operations  in  the 
United  States  and  since  many  divorces  are  fol- 
lowed by  remarriage,  many  men  are  now  seeking 
vasectomy  reversal.  Conventional  vasovasos- 
tomy procedures  without  the  use  of  the  operating 
microscope  are  imprecise  and  often  traumatic 
resulting  in  variable  results.  They  result  in  sperm 
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counts  of  30  to  83  per  cent  of  normal  with,  more 
importantly,  an  impregnation  rate  of  only  10  to 
55  per  cent  of  normal.  5> 6 The  use  of  microsurgery 
for  vasovasostomy  allows  for  precise  mucosal 
anastomosis  of  the  lumen,  separate  external 
muscularis  anastomosis  resulting  in  a water  tight 
closure  and  the  identification  and  avoidance  of 
damage  to  the  tissues.  Silber,  using  a two  layer 
microsurgical  anastomosis  in  400  patients  who 
had  vasectomies  not  more  than  10  years  old, 
obtained  normal  sperm  counts  in  91  percent  and 
an  impregnation  rate  of  71  per  cent.7  Vasovasos- 
tomy using  microsurgical  techniques  obviously  is 
more  accurate  and  results  in  a higher  success 
rate.  Epididymal  explorations  have  revealed 
secondary  ductal  obstructions  in  the  epididymal 
region  in  patients  who  have  had  an  accurate  vas- 
ovasostomy but  are  persistently  azoospermic. 
This  epididymal  obstruction  is  caused  by  rupture 
of  the  dilated  epididymal  tubule  with  subsequent 
interstitial  sperm  granuloma  formation.8  Only 
with  the  use  of  the  microsurgery  is  vasoepididy- 
mal  anastomosis  now  possible  and  successful. 

In  about  5 per  cent  of  patients  with  cryptorchid 
testes,  the  testis  cannot  be  brought  down  into  the 
scrotum  due  to  inadequate  length  of  the  vascula- 
ture. In  addition,  Prune  Belly  Syndrome  pa- 
tients have  bilateral  intraabdominal  testes  that 
are  often  difficult  to  place  safely  in  the  scrotum. 
In  the  past,  the  spermatic  artery  and  vein  were 
ligated,  with  the  hope  that  collateral  circulation 
from  the  vas  deferens  and  cremasteric  muscle 
would  be  sufficient.  This  usually  resulted  in  vari- 
ous degrees  of  ischemia  with  loss  of  seminiferous 
tubule  function  or  the  loss  of  the  entire  testis.  It  is 
now  possible  to  divide  the  spermatic  vasculature 
in  the  abdomen  and  place  the  testis  in  the 
scrotum  and  using  miscrosurgical  technique 
anastomose  the  artery  to  the  deep  or  superficial 
inferior  epigastric  artery  and  the  vein  to  the 
saphenous  vein  or  inferior  epigastric  veins.9 
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Carrying  the  technique  one  step  further, 
transplantation  of  human  testis  in  genetically 
identical  twins  has  been  performed  when  one 
twin  was  bom  anorchic. 10  The  recipient’s  FSH, 
LH  returned  to  normal  and  his  sperm  count  was 
normal  at  8 months. 

Recently,  ex  vivo  or  bench  work  surgery  has 
been  used  by  urologists  for  repair  of  renal  vascu- 
lar arterial  lesions,  reconstructions  of  anomalies, 
and  resection  of  tumors  in  solitary  kidneys.  Mi- 
crosurgery will  no  doubt  play  some  role  in  these 
and  other  cases  in  the  future.  □ 
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An  apple  a day  won’t 
keep  alcoholism  away! 


The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 
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A TEN  YEAR  CASE  HISTORY 
OF  AIR  FLUIDIZED  SUPPORT* 


ALLAN  D.  LIEBERMAN,  M.D. 
THOMAS  S.  HARGEST,  C.C.E.** 


Ten  years  ago,  17,  December,  1969  Tammie 
L. , a five  month  old  infant  bom  with  congenital 
hydrocephalus  and  a myelomeningocele  was 
placed  in  a specially  built  experimental  Clini- 
tron®  Air  Fluidized  support.  This  device  was  the 
first  real  departure  from  the  standard  hospital 
bed  in  patient  support.  Unlike  water  beds  this 
system  utilizes  air  to  fluidize  small  glass  spheres 
which  float  the  patient  in  a dry  fluid  which  has  a 
density  of  about  twice  that  of  water.  Conceived 
by  Curtis  P.  Artz,  M.D.,  F.A.C.S.,  Chairman  of 
the  Department  and  Thomas  S.  Hargest,  As- 
sociate Professor  of  Surgery  at  the  Medical  Uni- 
versity of  South  Carolina,  it  was  tested  for  clinical 
application  at  the  Medical  University  Hospital. 
One  of  the  earliest  applications  was  its  evaluation 
by  Dr.  Allan  Lieberman  and  the  Staff  of  the 
South  Carolina  Department  of  Mental  Retarda- 
tion’s Coastal  Center  at  Ladson,  South  Carolina. 
Tammie  L.  was  the  first  of  many  patients  to  bene- 
fit from  this  unique  system.  At  the  time,  although 
a ventriculoperitoneal  shunt  had  been  im- 
planted, her  head  had  continued  to  rapidly  en- 
large causing  bilateral  temporoparietal  skin  ulc- 
eration over  the  scalp.  All  types  of  skin  treatment 
and  head  management  had  been  attempted. 
These  included  enzymes,  antibiotics,  topical 
anti-acid  therapy  with  oxygen,  sugar  packing, 
furacin,  burn  dressings,  head  supports  included 
air  inflatables,  gel  filled  pads  and  all  ty  pes  of 
foam.1  All  to  no  avail.  Peritoneal  irritation  was 


* From  the  Department  of  Surgery,  Division  of  Clinical 
Engineering,  Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston,  S.  C.  29403. 

**  Associate  Professor,  Department  of  Surgery  and  Director, 
Division  of  Clinical  Engineering. 


® “Clinitron  ’ is  the  registered  trademark  of  Support  Systems 
International  Air  Fluidized  Supporting  Devices,  P.  O.  Box 
#570,  John’s  Island,  S.  C.  29455. 


present  as  a result  of  her  cord  lesion  which  also 
created  continual  nursing  problems  to  prevent 
serious  infection.  In  the  two  weeks  prior  to 
placement  on  the  Air  Fluidized  Bed  her  head 
circumference  had  increased  from  74.5  to  86.5 
cm.  Although  it  required  two  members  of  the 
staff  to  turn  her,  turning  schedules  were  meticu- 
lously kept  but  she  continued  to  experience  con- 
tinual skin  damage  and  minor  infection. 

Placement  on  the  new  device  had  immediate 
and  obvious  effects,  the  drying  effect  of  the  air- 
flow eliminated  all  maceration  associated  with 
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the  draining  wounds.  Peritoneal  irritation  re- 
sulting from  the  cord  lesion  was  substantially 
reduced  because  the  urine  passed  into  the  bead 
mass  where  it  rapidly  dried.  Within  a few  days 
rapid  epithelialization  began  with  very  little 
granulation  in  the  areas  of  scalp  ulceration.  A 
cosmetically  satisfactory  repair  ultimately  re- 
sulted. Despite  the  large  previously  unmanage- 
able head  the  child  was  now  easily  turned  by  one 
attendant. 

Over  the  next  few  years  Tammie  outgrew  the 
original  support  and  a larger  unit  was  devised  for 
her.  As  she  grew  she  quickly  learned  to  turn 
herself  from  side  to  side.  This  delighted  the  staff 
who  no  longer  had  to  follow  a rigorous  turning 
schedule.  Presently  her  head  measurements  are 
front  to  back  30  cm,  top  to  bottom  41  cm,  thick- 
ness ear  to  ear  26  cm.  This  is  more  than  4 times 
the  size  of  the  average  human  head,  yet  she 
continues  to  turn  herself  without  difficulty.  Uri- 
nary tract  infections  are  a continuing  problem 
due  to  an  inability  to  fully  drain  her  bladder  but 
otherwise  her  only  medical  problems  relate  to 
her  freedom  of  movement  which  from  time  to 
time  has  caused  minor  tissue  abrasion  from  rub- 
bing parts  of  her  head  on  the  edges  of  the  sup- 
port. These  usually  heal  almost  immediately. 

Now  ten  (10)  years  later  she  relates  specifically 
to  the  support  of  the  air  fluidized  system.  When 
moved  to  any  other  bed,  when  regular  mainte- 
nance or  repairs  are  being  done  to  the  air  bed, 
she  becomes  unhappy  and  cries  because  she  is 
uncomfortable  and  cannot  move  herself.  She  is 
and  has  been  free  of  pressure  sores  since  placed 
upon  the  air  fluidized  support  system.  Care  of 
the  myelomeningocele  has  been  relatively 
routine  since  the  support  places  minimal  pres- 
sure on  this  defect. 

Tammie  has  grown  from  a height  of  65  cm  and 
weight  of  26  pounds  to  109  cm  and  85  pounds. 
Her  head  circumference  is  107  cm,  an  increase  of 
20  cm.  Obviously,  she  is  confined  to  her  support 
at  all  times.  It  is  impossible  for  one  person  to  lift 
and  hold  her.  At  this  time  it  is  probable  that 
without  the  usual  and  effective  support  of  the 
Clinitron®  that  extensive  breakdown  of  the  scalp 
would  result  which  would  probably  be  followed 
by  severe  infection  regardless  of  the  efforts  of  the 
staff. 


Presently,  except  for  the  bladder  infections 
referred  to  earlier,  she  is  free  of  infection  or 
tissue  breakdown.  Her  prognosis  is  good  for  at 
least  the  present.  The  ultimate  outcome  is  of 
course  unknown. 

This  case  shows  how  effective  proper  support 
can  be  to  the  bedridden  patient.  Turning  a pa- 
tient on  a regular  schedule  is  a time  consuming 
procedure.  Utilization  of  this  type  of  fluid  sup- 
port eliminated  this  need  since  the  patient  was 
able  to  accomplish  what  would  have  been  an 
otherwise  impossible  feat  on  a regular  support. 
In  addition,  the  ventilating  capability  of  the  sys- 
tem removed  all  moisture  and  with  it  the  poten- 
tial maceration  from  perspiration  that  would 
have  accompanied  any  type  of  liquid  support 
system.  Thus  the  use  of  an  air  fluidized  system 
which  eliminated  the  need  for  a plastic  or  other- 
wise impervious  interface,  totally  removed  the 
three  most  dangerous  factors  to  any  bedridden 
patient  . . . pressure,  maceration  from  perspira- 
tion and  contamination  or  irritation  to  body  tis- 
sue resulting  from  continuous  exposure  to  urine. 
In  this  case  the  urine  was  also  dried  by  the  air 
flow.  Considering  the  total  lack  of  a fat  pad  on  the 
skull  and  the  extremely  high  potential  for  tissue 
breakdown  on  the  continously  enlarging  head  of 
a hydrocephalic,  the  value  of  such  a support  be- 
comes even  more  apparent. 

Interestingly,  this  is  not  a unique  case,  in  the 
same  unit  there  are  two  other  children  with  hy- 
drocephalus who  are  also  confined  to  air  fluidized 
supports.  One  has  been  on  the  air  bed  for  seven 
(7)  years  and  the  other  for  five  (5).  In  both  cases  a 
relatively  low  level  of  staff  effort  is  required. 
Between  them,  these  three  children  represent 
22  years  of  rather  unique  care  and  certainly  an 
indication  of  the  effectiveness  of  the  Clintron®  as 
a supporting  device  for  the  bedridden  patient.  □ 
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MYOTONIC  DYSTROPHY:  CASE  REPORT  AND 
REVIEW  OF  THE  LITERATURE 

C.  DON  BRYANT,  M.D.* 


Myotonic  dystrophy  is  a rare  form  of  muscular 
dystrophy  which  is  transmitted  as  an  autosomic 
dominant  disease.  It  differs  from  the  other  mus- 
cular dystrophies  in  that  the  pattern  of  involve- 
ment is  usually  one  of  distal  muscular  weakness 
(i.e.  hand)  preceding  proximal  group  weakness. 
It  is  also  characterized  by  cranial  nerve  involve- 
ment (ptosis,  dysarthria,  etc.)  selective  sterno- 
cleidomastoid weakness,  frontal  baldness,  tes- 
ticular atrophy,  and  posterior  sub-capsular 
cataracts.  The  distinctive  myotonic  feature  usu- 
ally presents  itself  as  an  inability  to  easily  release 
the  grip  of  the  hand  after  grasping,  as  in  a hand- 
shake. Our  purpose  is  to  describe  an  illustrative 
case  and  to  review  briefly  the  current  literature. 

CASE  REPORT 

A 31-year-old  white  male  presented  to  the 
Family  Practice  Center  with  a peculiar  problem 
he  had  been  concerned  with  for  the  previous 
eight  to  ten  years.  The  problem  described  was 
primarily  one  of  an  inability  to  easily  release  his 
grasp  after  shaking  hands  or  releasing  his  grip 
from  an  object.  The  course  has  been  gradual  but 
continual  until  the  most  recent  two  to  three  years 
during  which  time  he  noticed  a stabilization  of 
the  myotonia  accompanied  by  progressively  de- 
veloping weakness  in  both  hands  to  the  point  that 
he  was  now  having  to  lift  objects  primarily  with 
his  distal  forearms  rather  than  his  hands.  He  had 
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noticed,  however,  that  when  he  played  raquet- 
ball  he  had  no  difficulty  after  repetitively  initiat- 
ing and  releasing  his  grip.  He  had  not  noted 
other  weakness  or  myotonic  involvement  until 
after  questioning.  He  later  observed  that  he  had 
similar  involvement  of  both  feet  and  also  had 
difficulty  releasing  his  jaws  after  clenching  them 
tightly. 

His  past  history  was  otherwise  unremarkable. 
His  family  history  was  interesting  in  that  he  has  a 
brother  (a  dentist)  who  has  similar  involvement 
of  his  hands,  but  has  not  sought  medical  atten- 
tion. Apparently  neither  parents,  nor  other  sib- 
lings were  affected.  No  other  significant  family 
history,  such  as  frontal  baldness,  sub-capsular 
cataracts,  or  sterility  could  be  elicited.  None  of 
the  relatives  were  available  for  examination.  No 
history  of  diabetes  mellitus  was  obtained. 

Physical  examination  revealed  very  minimal 
posterior  capsular  stippling  on  slit  lamp  examina- 
tion with  no  visual  impairment.  Minimal  sterno- 
cleidomastoid atrophy  was  noted  with  significant 
weakness  demonstrated  in  these  muscles.  No 
other  muscular  atrophy  was  noted.  The  charac- 
teristic myotonia  in  the  hands  was  elicited  on 
handshake  with  abatement  after  repetition  of 
gripping.  Percussion  myotonia  was  demonstrat- 
ed by  striking  either  thenar  eminence.  Hand 
strength  was  diminished  grossly  bilaterally.  The 
physical  examination  was  otherwise  unremark- 
able with  a normal  heart  rhythm,  no  true  frontal 
baldness,  and  no  testicular  atrophy  being  pres- 
ent. 
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A SMA  12  profile  and  T4  were  within  normal 
limits.  An  ECG  revealed  generalized  ST  eleva- 
tions probably  secondary  to  early  repolarization. 
The  QRS  was  broadened  in  a number  of  leads, 
but  was  not  diagnostic  for  a specific  conduction 
defect.  An  electromyogram  revealed  myotonia 
bilaterally  with  greater  involvement  on  the  right. 

DISCUSSION 

Multiple  system  involvement  characterizes 
myotonic  dystrophy  and  leads  to  a varied  clinical 
presentation.  Cardiovascular,  musculoskeletal, 
neurological,  endocrine  and  gastrointestinal  sys- 
tems may  be  involved;  however,  the  muscular 
involvement  is  usually  the  most  striking  feature 
and  the  one  that  leads  to  medical  attention.  Car- 
diac abnormalities  usually  are  found  to  involve 
the  conduction  system  leading  to  arrhythmias, 
most  often  atrial  in  origin.  Neurological  involve- 
ment can  be  found  in  a number  of  presentations, 
among  these  is  peripheral  nerve  hypertrophy. 
Glucose  intolerance  and  hyperinsulinism  were 
studied  by  Tevaarwerk  and  Hudson6  in  their  in- 
vestigation of  endocrine  abnormalities  found  in 
myotonic  dystrophy.  Involvement  of  the  gas- 
trointestinal tract  has  been  noted  to  induce  a 
myotonic  megacolon  among  other  unusual  man- 
ifestations. Other  systems  involvement  includes 
obstetric  complications  in  which  uterine  muscu- 
lar involvement,  hemorrhage,  premature  onset 
of  labor  as  well  as  an  increased  incidence  of 
polyhydramnios,  cesarean  section,  and  neonatal 
deaths  have  been  reported  in  women  who  have 
myotonic  dystrophy.  Cataract  formation  usually 
is  asymptomatic  with  irridescent  particles  within 
the  lens  cortex  being  the  usual  form  of  involve- 
ment, however,  subcapsular  cataract  formation 
sometimes  develops  leading  to  lens  opacifica- 
tion. 

The  incidence  of  myotonic  dystrophy  is  quoted 
variously  as  1/100,000  to  3-5/100,000. 

The  most  common  presentation  is  that  of  diffi- 
culty releasing  the  grip  which  improves  with  re- 
petition of  action  and  returns  with  rest.  This 
finding  in  association  with  cranial  muscle  weak- 
ness, posterior  subcapsular  cataracts,  testicular 
atrophy,  frontal  baldness,  and  endocrine  abnor- 
malities strongly  suggests  the  diagnosis  of 
myotonic  dystrophy.  Percussion  myotonia  of  the 
tongue,  thenar  eminence,  and  forearm  muscles, 
as  well  as  other  muscle  groups  which  are  re- 
ported to  be  involved,  can  also  strengthen  one’s 
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diagnosis.  Other  findings  associated  with  the 
broad  categories  listed  above  include  charac- 
teristic facies,  resulting  from  cranial  muscular 
atrophy,  nasal  tone  to  voice,  furrowed  forehead, 
and  bilateral  ptosis  resulting  from  levator  pal- 
pebrae  weakness.  Weakness  of  other,  larger 
muscle  groups  can  also  occur.  Gallbladder  dis- 
ease, hypertonia  of  the  urinary  bladder,  and  gas- 
trointestinal motility  disturbances  may  also  be 
present,  but  are  less  common. 

Although  there  is  no  diagnostic  laboratory' 
parameter  or  procedure,  several  measures  can 
help  confirm  one’s  diagnosis.  Abnormal  glucose 
tolerance  test,  and  a serum  protein  electro- 
phoresis, revealing  a subnormal  gammaglobulin 
level  (increased  IgG  catabolism)  are  chemical 
variations  likely  to  be  found  in  myotonic  dys- 
trophy. CPK  values  are  usually  normal.  The  elec- 
trocardiogram may  suggest  conduction  defects 
(both  atrial  and  ventricular)  manifested  by  a pro- 
longed PR  or  QRS  interval.  These  defects  may  be 
of  such  severity  as  to  require  insertion  of  a 
pacemaker.  Radiologic  findings  in  these  patients 
may  include  large  paranasal  sinuses,  a small  ap- 
pearing sella  turcica,  and  hyperostosis  frontalis 
externa. 

A slit  lamp  examination  is  usually  needed  to 
reveal  the  subcapsular  cataract  formation.  A 
muscle  biopsy  and  electromyography  are  both 
very  specific,  although  not  diagnostic,  proce- 
dures. The  EMG  exhibits  a typical  dive-bomber 
sound  on  the  loudspeaker  and  a series  of  waxing 
and  waning  high  frequency  discharges  when  the 
needle  in  an  affected  muscle  is  moved. 

Early  in  the  course  of  the  disease  process 
myotonia  congenita,  paramyotonia  congenita, 
and  hyperkalemic  and  possibly  hypokalemic 
periodic  paralysis  must  be  considered  in  the  dif- 
ferential diagnosis.  Each  of  these  has  its  own 
peculiar  traits  which  will  usually  direct  one’s  at- 
tention in  the  proper  direction.  In  the  absence  of 
or  when  myotonia  is  not  a prominent  feature, 
progressive  muscular  dystrophy  will  be  of  prima- 
ry consideration. 

Speculation  regarding  the  basic  lesion  in 
myotonic  dystrophy  presently  centers  around  a 
defect  in  the  muscle  surface  membrane.  Investi- 
gations thus  far  have  speculated  that  the  mem- 
brane disorder  may  be  secondary  to  a lowered 
chloride  conductance  (as  in  animal  models)  or 
changes  in  muscle  membrane  lipid  or  fluidity. 
Although  the  weakness  and  muscular  atrophy 
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cannot  be  treated,  some  success  has  been  ob- 
tained in  treating  the  myotonia.  Drugs  which 
have  been  found  to  be  worthwhile  in  some  in- 
stances include  quinine,  procainamide,  and 
diphenylhydantoin.  Recently,  acetazolamide  has 
been  used  with  some  success  in  patients  having 
myotonia  congenita  and  paramyotonia  congeni- 
ta. □ 
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FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 

• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


CHECK  YOUR  WAITING  ROOM. 


DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


You’re  familiar  with  them  by  now  — attor 
neys,  accountants  and  salesmen  — all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you’re  like  many  physicians,  you’re  probably 
spending  a greater  percentage  of  your  time 
each  year  as  a businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that’s  what  your  life  is  about. 


Contact  USAF  Health  Professions  Recruiter, 
3537  Recruiting  Squadron,  Box  566,  Shaw  AFB, 
SC  29152.  Call  Collect  (919)  755-4134. 


■4W H 
" lAomm 


A great  way  of  life. 
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THE  GRIEVANCE  COMMITTEE:  AN  ASSET  FOR 
ORGANIZED  MEDICINE  — EXPERIENCES  OF  THE 
CHARLESTON  COUNTY  MEDICAL  SOCIETY 

LEON  BANOV,  JR.,  M.D.* 


Plato  wrote  about  medicine  as  an  art  and  a 
science.1  It  still  is.  One  cannot  practice  good 
medicine  with  all  science  and  no  art.  Conversely, 
one  cannot  practice  good  medicine  with  all  art 
and  no  science.  The  good  physician  employs  the 
proper  blend  of  both.  If  every  physician  prac- 
ticed both  well,  there  would  be  no  need  for 
Grievance  Committees,  and  there  would  be 
fewer  malpractice  suits,  and,  indeed,  there 
would  be  no  reason  for  this  paper.  Unfortunate- 
ly, we  are  not  all  perfect  and  physicians  do  not 
always  employ  the  proper  blend  of  art  and  sci- 
ence. 

We  entered  medical  school  full  of  idealism, 
with  the  all-consuming  ambition  to  learn  how  to 
care  for  people  in  the  very  best  way.  Later,  when 
we  entered  into  the  practice  of  medicine,  we  still 
retained  our  idealism  but  soon  found  that  not  all 
our  patients  saw  us  as  we  wanted  to  be  seen.  We 
found  that  some  people  thought  and  said  unkind 
things  about  us. 

Speaking  evil  of  physicians  is  an  ancient  pas- 
time. Dr.  Charles  L.  Dana  (1852-1935)  ex- 
pressed it  aptly  when  he  wrote:  “All  the  real, 
solid,  elemental  jests  against  doctors  were  ut- 
tered some  one  or  two  thousand  years  ago.”2  Dr. 
Dana  took  up  the  hobby  of  collecting  epithets 
about  doctors.  He  amassed  quite  a collection  and 
classified  the  jibes  according  to  their  stereotypes: 
indirect  homicide,  ineffective  pharmaceutics, 
ceremonial  ostentation,  an  unintelligible  form  of 
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professional  ethics,  unharmoniousness  of  consul- 
tation, a general  inadequacy  in  treatment,  a very 
limited  knowledge  of  the  human  body  and  what  it 
is  going  to  do.  In  time,  he  became  bored  with  the 
lack  of  originality  shown  by  those  who  spoke  evil 
about  the  medical  profession,  and  stopped  col- 
lecting the  epithets. 

When  patients  become  dissatisfied  with  their 
physicians,  they  react  in  various  ways.  Some  will 
quietly  stop  seeing  the  physician.  A few  just 
won’t  pay  their  physician.  Some  tell  the  whole 
world  how  the  physician  has  not  satisfied  them. 
Some  patients  will  confront  the  physician  to  seek 
redress.  Some  will  be  reasonable  and  turn  to  the 
Grievance  Committee.  A few  may  turn  to  the 
courts.  And,  history  reports  that  a few  patients 
have  been  so  emotionally  infuriated  that  they 
physically  assaulted  and  even  occasionally  mur- 
dered physicians. 

To  provide  the  patient  with  a resource  to  seek 
redress  from  the  alleged  mistreater,  organized 
medicine  developed  the  concept  of  the  Griev- 
ance Committee.  This  approach  follows  the  wis- 
dom of  Aristotle  who  wrote:  “As,  then,  the  physi- 
cian ought  to  be  called  to  account  by  physicians, 
so  ought  men  in  general  to  be  called  to  account  by 
their  peers.”3  The  Grievance  Committee  ap- 
proach, preferable  to  expensive  court  action,  al- 
lows the  patient  to  make  known  his  displeasure 
with  his  physician  and  to  ask  that  the  physician  be 
known  to  and  judged  by  his  peers. 

The  Grievance  Committee  of  the  Charleston 
County  Medical  Society  consists  of  the  Society'  s 
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highest  office-holders  — its  president,  presi- 
dent-elect, secretary,  and  immediate  past  two 
presidents.  The  Society’s  executive  secretary 
helps  carry  out  the  Committee’s  work  and  sits  as 
recorder  at  its  meetings.  The  Society’s  legal 
counsel  always  attends  the  Committee’s  meet- 
ings. Having  served  for  nearly  eight  years  on  the 
Committee,  I can  speak  with  first-hand  knowl- 
edge about  its  operations,  procedures,  and  effec- 
tiveness. 

The  first  notable  aspect  of  the  Grievance 
Committee  is  that  it  considers  very  few  griev- 
ances — fewer  than  ten  per  month.  Although  this 
may  well  be  a function  of  ignorance  or  avoidance 
of  its  procedures,  I think  the  fact  is  a tribute  to 
the  local  medical  profession,  especially  when  one 
considers  the  many  thousands  of  physician- 
patient  encounters  which  resulted  in  that  small 
number  of  grievances.  Thus,  assuming  for  the 
sake  of  illustration,  that  a physician  typically  sees 
at  least  ten  patients  a day  (most,  of  course,  see 
more),  in  a 22  workday  month,  the  700  practicing 
physicians  in  Charleston  County  would  have 
over  150,000  patient  meetings  in  a given  month. 
These  encounters  obviously  involve  people  hav- 
ing a wide  variety  of  physical  and  psychological 
problems.  It  is  a reasonable  conclusion  that,  be- 
cause less  than  one  thousandth  of  one  percent  of 
these  physician-patient  contacts  producing  con- 
flicts serious  enough  to  warrant  the  filing  of  a 
grievance  against  a treating  physician,  the  physi- 
cian patient  relationships  in  Charleston  County 
must  be  relatively  harmonious.  This  evidence 
supports  the  belief  that  the  present  medical  sys- 
tem is  working  well!  It  is  readily  acknowledged 
that  there  is  always  room  for  improvement. 

But  how  does  the  Grievance  Committee  han- 
dle conflicts  which  so  trouble  patients  that  they 
file  grievances  against  their  attending  physi- 
cians? It  considers  any  case  which  is  set  down  in 
writing  and  submitted  under  a patient’s  signa- 
ture. Some  people  will  telephone  the  executive 
secretary  to  register  a complaint,  but  fail  to  ex- 
press it  in  writing.  Such  calls  do  concern  the 
Committee,  but  it  is  unwilling  to  act  upon  the 
complaint  unless  it  is  put  in  writing  and  signed  by 
the  patient. 

When  a written  complaint  does  reach  the 
executive  secretary,  she  notifies  the  charged 
physician,  in  writing,  about  the  complaint  and 
simultaneously  asks  the  plaintiff  to  sign  a form  for 
the  release  of  medical  information  to  the  Corn- 
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mittee  so  it  can  intelligently  evaluate  the  physi- 
cian’s conduct. 

The  Committee  meets  monthly  or,  if  the  case- 
load is  relatively  light,  every  other  month.  Gen- 
erally the  Committee  forms  its  judgment  on  the 
basis  of  documentary  evidence  submitted  by  the 
plaintiff  and  physician.  However,  it  sometimes 
invites  plaintiffs  to  present  their  cases  in  person 
and  occasionally  asks  physicians  to  defend  them- 
selves in  person.  Sometimes,  to  gain  a better 
perspective,  the  Committee  asks  advice  from 
physicians  in  the  medical  specialties  involved. 

It  is  of  paramount  importance  that  the  public 
understand  how  much  the  Committee  members 
strive  to  decide  each  case  fairly  and  objectively. 
None  of  us  have  relished  the  King  Solomon  roles 
which  Committee  membership  has  forced  us  to 
assume.  The  members  deeply  feel  the  obliga- 
tions entrusted  to  them  to  uphold  respect  for  the 
medical  profession  and,  at  the  same  time,  to 
afford  a fair  hearing  to  the  petitioning  patient. 
They  realize  that  only  by  providing  fair,  impartial 
hearings  can  the  Grievance  Committee  serv  e its 
two  constituencies  — the  patients  and  the  physi- 
cians. No  member  has  ever  had  an  axe  to  grind.  If 
one  is  in  any  way  involved  in  a case,  he  has 
disqualified  himself.  Each  Committee  member, 
therefore,  has  tried  to  approach  each  case  with 
impartial  objectivity. 

Personally,  I was  influenced  by  a wall  plaque 
which  hung  in  the  home  library  of  Dr.  Frederick 
E.  Kredel,  my  professor  of  surgery  and  a close 
friend,  and  stated:  “There  are  three  sides  to 
every  argument  — your  side,  my  side,  and  the 
honorable  right  side.” 

The  Committee  acknowledges  that  it  has  lim- 
ited authority  — only  the  power  of  moral  persua- 
sion — as  it  tries  to  adjust  grievances.  However, 
the  South  Carolina  Code  of  Laws  (Section  40- 
47-200)4  does  list  situations  that  can  be  referred 
to  the  South  Carolina  State  Board  of  Medical 
Examiners.  We  have  also  been  well  aware  that 
either  the  plaintiff  patient  or  the  defendant 
physician  could  exercise  the  option  of  taking  the 
case  to  court.  These  limitations  have  given  the 
Grievance  Committee  all  the  more  reason  to  set- 
tle disputes  quickly,  quietly,  fairly,  and  effec- 
tively — trying  as  much  as  possible  to  satisfy  both 
parties. 

When  the  Committee  meets  in  executive  ses- 
sion, its  members  discuss  all  matters  openly  and 
forthrightly  because  each  knows  that  he  will  not 
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be  quoted  outside  the  conference  room.  The 
members  make  up  their  minds  on  the  evidence 
presented.  Not  infrequently,  to  bring  out  better 
discussion,  one  member  may  take  the  role  as 
“devil’s  advocate.”  Each  case  is  well  researched 
and  fully  discussed  and  carefully  deliberated  be- 
fore the  Committee  reaches  a judgement.  Func- 
tioning with  a low  profile,  the  Grievance  Com- 
mittee consistently  strives  to  be  eminently  fair. 

Some  cases  can  be  settled  upon  a review  of  the 
written  evidence  assembled.  Sometimes  only  a 
small  difference  of  opinion  exists;  sometimes 
more  is  involved.  Sometimes  the  Committee  de- 
cides in  favor  of  the  plaintiff;  sometimes  it  rules  in 
favor  of  the  defendant.  Sometime,  though  not 
very  often,  the  Committee  cannot  decide  who  is 
right  and  who  is  wrong,  because  each  side  is 
partially  right  and,  also,  partially  wrong. 

The  Committee  always  tries  to  abide  by 
reason.  However,  there  have  been  a few  occa- 
sions when  the  patient  or  the  patient’s  family  has 
become  highly  emotionally  involved,  making  it  a 
real  gut  issue,  thereby  unable  to  listen  to  and  to 
understand  the  full  nature  of  the  case.  At  these 
times,  the  Committee  has  earnestly  tried  to 
soothe  the  feelings  of  those  who  presented  the 
grievance. 

What  sort  of  cases  come  before  the  Grievance 
Committee?  Like  the  epithets  leveled  against 
physicians  and  classified  by  Dr.  Dana,  cases  com- 
ing before  the  Grievance  Committee  can  be  clas- 
sified as  follows:  (1)  disputes  over  fees,  (2)  neglect 
or  unavailability,  (3)  misunderstanding  or  break- 
down in  communications,  (4)  ineffectual  treat- 
ment, (5)  inappropriate  conduct  by  the  physi- 
cian, (6)  miscellaneous,  and  (7)  combinations  of 
the  above. 

With  the  hope  that  both  physicians  and  pa- 
tients can  profit  by  the  experiences  of  the  past,  I 
present  below  the  facts  of  some  representative 
cases  reviewed  by  the  Grievance  Committee. 
The  names  have  been  withheld,  and  editorial 
liberties  have  been  taken  to  avoid  identifying  the 
real  people  involved. 

DISPUTE  OVER  FEES 

The  patient-physician  relationship  involves  a 
contract,  more  often  implied  than  documented. 
A frank  discussion  of  the  physician’s  fees  might 
have  prevented  many  of  the  disputes  heard  by 
the  Grievance  Committee.  The  patient,  not  the 
term  “consumer”  as  advocated  by  some,  would 


welcome  the  physician’s  initiating  a discussion 
about  his  or  her  fees.  In  that  way  the  patient 
would  know  the  extent  to  which  his  health  insur- 
ance might  pay  for  the  services  rendered  and 
how  he  should  budget  his  personal  funds. 

When  faced  with  a complaint  of  overcharging, 
the  Grievance  Committee  has  gathered  all  the 
pertinent  data  from  the  participants  and  then 
consulted  other  physicians  who  do  comparable 
work.  Sometimes,  the  Committee  has  judged  in 
favor  of  the  patient,  sometimes  in  favor  of  the 
physician.  Each  case  has  been  decided  on  its  own 
merit.  The  Grievance  Committee  is  well  aware  of 
the  extremely  sensitive  nature  of  cases  invok  ing 
fees. 

One  case  stands  out.  One  surgeon  performed  a 
routine  appendectomy  for  a case  of  acute  appen- 
dicitis. The  surgeon  submitted  a bill  which  was 
three  times  the  then  prevailing  fee.  The  patient 
complained  to  the  Grievance  Committee.  The 
Committee  invited  the  surgeon  to  give  his  side  of 
the  story.  The  surgeon  stated  that  he  was  basing 
his  charge  on  the  California  Relative  Value 
Studies.  .After  the  Committee  told  the  surgeon 
that  this  was  South  Carolina,  not  California,  the 
surgeon  adjusted  his  bill  to  conform  with  the 
prevailing  local  fee  schedule. 

Sometimes,  the  Committee  receives  com- 
plaints that  the  physician  has  asked  for  his  fee  in 
advance.  Requesting  payment  in  advance  for  a 
non-emergency  may  be  justified  if  the  patient 
owes  the  physician  for  a previously  unpaid  bill. 
The  Committee  tries  not  to  interfere  with  a 
patient-physician  relationship  as  it  applies  to 
fees.  Often  the  Committee  has  suggested  that  if 
the  patient  does  not  like  a particular  contract,  he 
might  want  to  seek  another  physician. 

NEGLECT  OR  UNAVAILABILITY 

The  Grievance  Committee  continues  to  re- 
ceive complaints  that  the  patient  is  unable  to 
reach  the  physician.  In  an  emergency  when  the 
physician  cannot  be  located,  the  patient  under- 
standably can  panic,  and  give  the  physician  bad 
marks,  even  a bad  name.  Most  often  the  Com- 
mittee found  merit  to  the  patient’s  grievance.  In 
some  instances,  where  the  physician  has  left 
town  and  phoned  his  answering  serv  ice  to  tell  the 
patient  to  go  to  the  County  Emergency  Room, 
the  Chairman  of  the  Committee  has  advised  the 
physician  to  secure  adequate  cov  erage  by  a col- 
league, rather  than  send  the  patient  unattended 
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to  the  emergency  room.  This  has  been  effective 
because  there  have  been  no  repeaters. 

MISUNDERSTANDING  OR  RREAKDOWN 
IN  COMMUNICATION 

The  Grievance  Committee  is  called  upon  to 
settle  disputes  between  patient  and  physician 
because  of  misunderstandings.  Many  incidents 
are  produced  by  lapses  in  listening.  The  Com- 
mittee investigated  a case  where  the  physician 
was  accused  of  not  fully  informing  the  patient  of 
the  need  for  a biopsy  of  a suspicious  lesion  to 
establish  a diagnosis.  The  Committee  discussed 
the  matter  with  the  plaintiff  and  she  was  satisfied 
of  its  importance. 

One  case  which  gave  the  Committee  a head- 
ache, but  later  became  a pain  in  the  area  of  my 
specialty,  involved  a complaint  against  a physi- 
cian by  a deceased  patient  s daughter.  When  her 
mother  died  after  more  than  five  years  of  satisfac- 
tory chemotherapy  for  a cancer,  the  daughter 
abused  and  accused  the  physician  of  improperly 
caring  for  her  mother.  The  Committee  called  in  a 
consultant  in  oncology,  who  found  the  physi- 
cian’s treatment  to  have  been  sound  and  proper. 
As  chairman,  I sent  the  daughter  a letter  fully 
explaining  the  case  and  emphasized  that  the 
physician  had  carried  out  a remarkably  fine  job  of 
keeping  alive  her  “74  year”  old  mother  for  over 
five  years.  Not  satisfied,  the  daughter  came  to  my 
office.  We  talked  for  45  minutes  and  I thought  I 
had  convinced  her  of  the  soundness  of  the  treat- 
ment. However,  the  daughter  took  the  case  to 
the  South  Carolina  Medical  Association,  whose 
Mediation  Committee  reviewed  the  case  and 
again  sided  in  favor  of  the  doctor.  In  retrospect,  I 
realized  that  if  good  communications  had  been 
established  early  with  the  daughter,  perhaps  she 
would  have  understood  the  difficulties  of  chemo- 
therapy and  would  have  accepted  the  inevitable. 

IMPROPER  TREATMENT 

One  case  stands  out  where  a 27  year-old  plain- 
tiff reported  being  treated  for  menopause  by  in- 
jections of  estrogen.  The  Committee  consulted 
other  obstetrician-gynecologists,  who  stated  that 
oral  estrogens  were  equally  effective  and  ques- 
tioned the  wisdom  of  treating  a 27  year-old 
woman  with  injectable  estrogens  for  menopause. 
The  defendant  physician  personally  told  the 
committee  that,  in  his  experience,  he  had  seen 
subjective  improvement  by  his  method  of  treat- 
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ment.  Given  its  present  governing  laws,  the 
Committee  unhappily  cannot  do  much  with  such 
cases. 

The  Committee  has  reviewed  a case  of  poly- 
pharmacy in  which  the  patient  received  an  over- 
abundance of  a variety  of  drugs  and  then  died. 
After  autopsy  and  many  consultations,  the  pre- 
cise cause  of  death  could  not  be  determined. 
Here  was  a case  where  drugs  reacted  unpredict- 
ably  in  a susceptible  person  and  the  Grievance 
Committee  had  no  basis  for  finding  the  prescrib- 
ing physician  at  fault. 

INAPPROPRIATE  CONDUCT  BY  THE 
PHYSICIAN 

On  one  occasion,  the  physician  was  accused  of 
alcohol  abuse.  The  case  was  referred  to  the  State 
Board  of  Medical  Examiners.  On  investigation, 
the  charge  was  unfounded. 

On  another  occasion,  the  physician  was  ac- 
cused of  drug  abuse  (Demerol).  After  investiga- 
tion by  the  State  Board  of  Medical  Examiners, 
the  charge  was  found  to  be  true. 

The  Committee  has  received  a complaint  from 
a patient  that  his  physician  acted  arrogantly. 
Knowing  this  pompous  physician,  the  Commit- 
tee sided  with  the  patient. 

When  the  Committee  received  the  complaint 
that  a surgeon  was  accused  of  unnecessary 
surgery,  the  case  was  referred  to  the  State  Board 
of  Medical  Examiners.  The  case  is  still  pending. 

MISCELLANEOUS  GROUP 

This  potpourri  includes  such  charges  of  garish 
advertising  by  a physician,  (unfounded);  records 
not  furnished  to  the  referring  physician,  (cor- 
rected); physician  soliciting  patient  from  another 
physician,  (resolved);  etc. 

COMBINATIONS  OF  THE  ABOVE 

At  times,  the  case  will  contain  elements  from 
more  than  one  category. 

How  can  a physician  lessen  his  chances  of 
being  invited  to  appear  before  the  Grievance 
Committee?  The  answer:  by  practicing  medicine 
as  both  an  art  and  a science.  Included  in  the  art  of 
medicine  is  ever  remembering  that  at  various 
times  the  sick  patient  sees  the  physician  in  three 
different  roles:  when  the  patient  is  sick,  the 
physician  is  a godlike  figure;  when  the  patient  is 
well,  the  physician  is  a man;  and  when  the  pa- 
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tient  receives  the  bill,  the  physician  is  a devil. 
This  concept,  present  in  the  Middle  Ages,  has 
been  transmitted  both  in  literature  and  in  art. 
Happily,  only  relatively  few  patients  view  the 
physician  as  a devil  when  they  get  well  and  re- 
ceive the  bill.  Most  patients  are  extremely  grate- 
ful and  sing  the  praises  of  the  wonderful  physi- 
cian. Humorously,  one  of  my  patients,  with  the 
family  name  of  Bass,  after  a hemorrhoidectomy 
wrote  me  an  appreciative  poem  in  which  the 
bottom  line  was:  “At  long  last,  Dr.  Banov,  you 
have  made  the  perfect  Bass.” 

In  this  discussion  of  the  Grievance  Commit- 
tee, this  is  the  message:  the  patient’s  potential  for 
viewing  the  physician  as  a devil  must  be  consid- 
ered as  ever  present.  This  explains  the  evil  spo- 
ken and  written  over  the  centuries  against  physi- 
cians. 


Serving  on  the  Grievance  Committee  has  re- 
emphasized one  point:  medicine  is  both  an  art 
and  a science.  The  art  of  medicine  means  that  the 
physician  is  doing  a good  job  and  the  patient 
knows  it.  □ 
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“There  are  men  and  classes  of  men  that  stand 
above  the  common  herd:  the  soldier,  the 
sailor,  and  the  shepherd  not  unfrequently; 
the  artist  rarely;  rarelier  still,  the  clergyman; 
the  physician  almost  as  a rule.  He  is  the 
flower  (such  as  it  is)  of  our  civilization.  . . . 
Generosity  he  has,  such  as  is  possible  to 
those  who  practice  an  art,  never  to  those 
who  drive  a trade;  discretion,  tested  by  a 
hundred  secrets;  tact,  tried  in  a thousand 
embarrassments;  and  what  are  more  impor- 
tant, Heraclean  cheerfulness  and  courage .” 

— Robert  Louis  Stevenson 

“ Indeed , the  medical  profession  is  not  dif- 
ferent from  any  other:  its  members  are,  for 
the  most  part,  ordinary  empty-headed  dolts, 
ready  to  see  what  is  not  there  and  to  deny  the 
obvious.” 

— Thomas  Mann 

In  this  issue  of  The  Journal,  Dr.  Leon  Banov, 
Jr.,  with  his  customary  incisiveness  and  good 
humor,  provides  us  with  an  endoscopic  view  of 
the  workings  of  Charleston  County  Medical  So- 
ciety’s Grievance  Committee.  Dr.  Banov’s  ac- 
count should  be  of  interest  to  both  the  medical 
profession  and  to  the  public.  He  makes  it  clear 
that  the  functions  of  this  committee  are  not  taken 
lightly.  Consisting  of  the  highest  office-holders  of 
the  society,  the  committee  studies  cases  in  detail 
and,  when  appropriate,  obtains  consultations 
both  from  legal  counsel  and  from  other  physi- 
cians. The  members  sometimes  assume  the  “dev- 
il’s advocate’’  role  to  promote  balanced  discus- 
sion, and  it  is  clear  from  Dr.  Banov’s  illustrations 
that  constructive  advice  sometimes  emerges 
from  these  deliberations. 

Dr.  Banov  notes  correctly  that  complaints 
against  our  profession  are  hardly  new.  He  notes 
correctly  that  specific  criticisms  heard  today 
were  also  heard  centuries  ago  — “nothing  is  said 
which  has  not  been  said  before.”  Many  patients, 
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like  Robert  Louis  Stevenson  (see  above),  still  go 
to  physicians  in  a help-seeking  frame  of  mind, 
expecting  to  like  their  doctors.  Others,  like 
Thomas  Mann  (see  above),  tend  to  dislike  our 
profession  and  are  likely  to  go  to  physicians  — 
when  absolutely  necessary  — expecting  to  find 
fault.  There  is  a widespread  suspicion  that,  now- 
adays, relatively  more  people  take  the  latter  at- 
titude. However,  the  public  opinion  poll  is  a 
relatively  new  device,  and  it  is  therefore  difficult 
to  make  good  comparisons  between  the  present 
and  previous  levels  of  satisfaction  and  dissatisfac- 
tion with  medical  care. 

Two  of  Dr.  Banov’s  observations  warrant 
further  comment.  First,  to  what  extent  does  the 
low  frequency  of  grievances  made  to  the  Charles- 
ton County  Medical  Society  reflect  satisfaction 
with  medical  care?  It  would  seem  almost  certain 
that  the  actual  grievances  which  are  made  repre- 
sent the  tip  of  a iceberg,  but  how  large  is  the 
submerged  portion  of  the  iceberg?  For  each 
grievance  formally  made  to  the  society,  how 
many  were  contemplated,  and  how  many  more 
would  have  been  made  had  the  patients  been 
aware  of  the  excellent  hearings  that  their  com- 
plaints would  receive? 

Secondly,  what  might  be  done  to  provide  the 
grievance  committee  with  more  authority?  Dr. 
Banov  indicates  that  the  authority  of  the  commit- 
tee is  unfortunately  quite  limited,  although  in 
some  instances  the  complaint  is  forwarded  to  the 
State  Board  of  Medical  Examiners.  The  workings 
of  die  committee  seem  to  indicate  what  many 
have  been  saying  for  years:  organized  medicine  is 
capable  of  policing  its  own  house.  Unfortunately, 
without  a stronger  legal  base  for  authority,  the 
ability  of  these  deliberations  to  bring  about  de- 
sired changes  may  be  quite  limited.  One  can 
envision  that  at  some  future  date,  organized 
medicine,  backed  by  proper  authority,  might  be 
able  to  do  an  enormous  amount  of  good  for  both 
the  public  and  for  our  profession  through  such 
committees. 

— CSB 
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Medical  Practice  Made  Perfect 

Shield.  A telephone  tie-m  with  "the  Blues"  com- 
puter enables  you  to  actually  receive  Medicare 
and  insurance  payments  in  a matter  of  days  rather 
than  a matter  of  months.  This  cash  flow  improve- 
ment, together  with  improved  manpower  efficien- 
cy, makes  the  CompuSystems  approach  to  prac- 
tice management  less  expensive  than  traditional 
methods. 

In  fact,  five  year  lease/purchase  arrangements 
on  our  entire  medical  system  are  available  for  ap- 
proximately $450  per  month. 

JUST  WHAT  THE  DOCTOR 
ORDERED  The  practice  of  mod- 
em medicine  requires  modem  tech- 
niques of  information  management. 
Advanced  computer  technology 
makes  it  possible  — CompuSystems 
makes  it  happen. 

Contact  us  for  a demonstration. 

Systems 

OF  SOUTH  CAROLINA 

P.O.  BOX  5144  • 2301  DEVINE  ST.  • COLUMBIA,  S.C.  29205  • (803)  254-0804 


THE  BUSINESS  SIDE  Every  healthy  medical 
practice  has  a business  side.  There  are  records  to 
keep.  Bills  to  pay.  And  bills  to  collect  — both  di- 
rectly from  patients  and  from  third  parties  (like 
insurance  companies  and  government  agencies). 

CompuSystems  offers  the  modern  medical 
practitioner  an  office  automation  system  that  will 
help  take  care  of  the  business  side  of  a doctor's 
practice.  Whether  the  practice  is  solo  or  group, 
our  medical  computer  system  can  handle  ac- 
counts receivable,  accounts  pay- 
able, general  ledger,  payroll,  cash 
accounting,  word  processing  and 
more. 

A CURE  FOR  "THE  BLUES" 

One  important  feature  of  our  Medi- 
cal System  is  the  direct  link  we  have 
established  with  Blue  Cross/Blue 


IF  YOU  MISSED  MYRTLE  BEACH,  YOU  MISSED  A ZINGER!!! 


The  One  Hundred  Thirty-Second  Annual  Meeting  of  the  SCMA  is  now  history.  It  was  notable  for 
several  different  reasons,  and  I am  happy  to  report  to  you  most  of  them  were  good.  Those  that  weren’t 
good  seem  to  pale  in  the  light  of  the  good  ones. 

The  Committee  to  Plan  State  Meetings  has  worked  very  hard  this  year  to  improve  the  Annual 
Meeting.  With  the  cooperation  and  excellent  work  of  the  Scientific  Program  Committee,  an  outstanding 
event  transpired.  I am  deeply  grateful  to  the  members  who  gave  of  their  valuable  time  and  energy  to 
assure  the  general  membership  of  what  is  hoped  will  be  the  first  of  many  outstanding  annual  meetings  to 
come.  The  attendance  was  over  100  more  physicians  than  last  year,  and  even  then,  there  were  some  in 
attendance  who  did  not  register.  The  Scientific  Program  was  varied,  and  excellently  presented,  with 
most  presentations  being  practical  and  to  the  point.  The  attendance  was  most  gratifying,  with  almost  all 
programs  playing  to  a full  house. 

This,  then,  brings  us  to  1981  and  a move  of  the  Annual  Meeting  to  Charleston.  Plans  in  the  making 
now  will  make  this  a widely-diversified  program,  with  general  sessions  in  the  morning  and  break-out, 
mini-workshops  in  the  afternoon,  sponsored  by  the  different  Departments  of  the  Medical  University'. 
There  will  be  something  available  for  everyone.  The  new  Sheraton  will  be  the  headquarters  hotel,  with 
shuttle  buses  over  to  the  Medical  University.  Dates  are  May  13-17,  and  everyone  should  mark  their 
calendars  now  so  that  they  may  attend  part,  if  not  all,  of  the  meeting.  It  is  planned  that  there  will  again  be 
no  registration  fee  for  members,  and  hotel  rooms  should  be  less  costly  than  Myrtle  Beach.  It  will  be  an 
educational  event  that  will  be  without  equal. 

The  format  of  this  year’s  meeting  received  much  favorable  comment  and  things  did  run  smoothly 
thanks  to  the  efforts  of  our  capable  staff.  The  general  format  will  be  followed  next  year.  Discussion  will  be 
held  to  see  if  it  will  be  feasible  to  expand  the  program  to  three  scientific  days.  Any  comments  from  the 
membership  will  be  appreciated  concerning  the  number  of  days  and  the  programs  in  general. 

With  some  new  faces,  Council  is  eager  to  tackle  the  problems  of  the  coming  year.  Any  concern  you 
may  have  will  be  welcomed.  It  is  your  Association;  feel  free  to  comment  and  suggest. 

The  House  of  Delegates  has  seen  fit  to  make  membership  in  the  SCMA  the  number  one  project  for  the 
year.  You  have  heard  from  me  on  this.  The  House  was  appointed  the  local  membership  committee,  and 
a full-time  staff  position  for  membership  was  authorized.  If  everyone  works  at  this,  our  efforts  will  be 
rewarded.  All  must  shoulder  their  share  in  these  matters  and  not  depend  on  someone  else  to  do  this. 
Remember.  . . . 


MEMBERSHIP  IS  UNITY  FOR  STRENGTH 

Respectfully  submitted, 

Halsted  M.  Stone,  M.D.,  President 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


EDITOR’S  NOTE.  Following  is  the  Presidential  address 
given  by  Mrs.  LaBruce  upon  her  installation  as  President  of 
the  SCMA  Auxiliary  at  the  recent  Convention  in  Myrtle 
Beach. 


TOGETHER  WE  CAN  REACH  . . . 

Marge,  honored  guests,  members  of  the  House  of  Delegates: 

I am  honored  that  you  have  chosen  me  to  lead  such  a qualified  and  dedicated  group.  I realize  I do  not 
have  the  years  of  Auxiliary  experience  that  so  many  of  my  predecessors  have  gained,  but  I am  fortunate 
in  the  knowledge  that  their  wisdom  is  but  a phone  call  away. 

I am  proud  of  the  accomplishments  of  our  Auxiliary  members,  individually  and  as  a whole,  and  would 
like  to  see  those  abilities  expanded  and  our  voices  heard  through  county,  state  and  nation.  As  ONE  we 
can  offer  ourself  and  feel  great  inner  satisfaction  with  a job  well  done,  but  TOGETHER  we  can  expand 
our  horizons  and  accomplish  MUCH  for  MANY! 

Let  us  BE  AWARE  of  each  level  of  Auxiliary  — County,  State  and  National  and  gain  valuable 
knowledge  from  each.  COMMUNICATION  may  save  many  steps  on  a County  level  and  may  give  new 
insight  into  a project  on  a National  level. 

Medicine  is  reaching  a critical  stage  in  our  country  today.  Budgets  are  being  cut,  political  games  are 
being  played,  malpractice  suits  are  rampant  and  costs  are  skyrocketing,  but  medical  CARE  has  never 
been  better. 

Only  through  AUXILIARY  can  we  assist  the  medical  profession  in  improving  the  quality  of  life 
through  health  education  and  services  and  only  through  AUXILIARY  can  we  improve  the  public  image 
of  medicine. 

With  your  help,  I accept  the  responsibility  you  have  bestowed  upon  me  and  will  strive  to  uphold  the 
confidence  you  have  expressed  by  electing  me  your  president.  TOGETHER,  we  can  reach  our  goals! 


June,  1980 


President’s  Inaugural  Address 
S.C.M.A.A.  Convention  May  2,  1980 
Mrs.  Arthur  M.  LaBruce  (Karin) 
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PICTORIAL  HIGHLIGHTS 
132ND  ANNUAL  MEETING 


4 


5 


1.  Halsted  M.  Stone,  M.D.,  being  sworn  in  as  116th  Presi- 
dent of  SCMA  by  Euta  M.  Colvin,  M.D.,  Chairman  of 
Council. 

2.  Harrison  L.  Peeples,  M.D.,  presenting  the  A.  H.  Rob- 
ins’ Physicians  Award  for  Community  Service  to  George  M. 
Durst,  Sr.,  M.D. 


3.  Euta  M.  Colvin,  M.D.,  presenting  to  Harrison  L. 
Peeples,  M.D.,  a plaque  in  appreciation  of  his  service  as 
President  during  1979-1980. 

4.  Newly  elected  officers  being  sworn  in. 

5.  House  of  Delegates  in  Action. 


OBTltCT 
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6.  Left  to  right:  William  H.  Hunter,  M.D.,  President-Elect; 
Euta  M.  Colvin,  M.D.,  Chairman  of  Council,  and  Halsted 
M.  Stone,  M.D.,  President. 

7.  President’s  Reception:  Dr.  and  Mrs.  Colvin,  Dr.  and 
Mrs.  Stone,  Dr.  Peeples  and  his  daughter,  Patricia  I. 
Peeples,  M.D.  (Mrs.  W.  T.  Westmoreland). 


8.  The  Honorable  Carroll  A.  Campbell,  Jr.,  SOCPAC 
Guest  Speaker,  shown  with  Dr.  and  Mrs.  C.  Tucker  Wes- 
ton. 

9.  Scene  from  new  Exhibit  Hall. 

10.  “Shape  Up  For  Life”  Fun  Run. 


June,  1980 
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We  Have  Cash  For 

HEALTH 

PROFESSIONALS 


We  have  unlimited  funds  available  for  you  for: 
Taxes . . . Tuition  . . . Debt  Consolidation  . . . Invest- 
ments ...  or  for  any  reason  that  you  may  need  ad- 
ditional capital.  Best  of  all,  in  most  cases  under 
our  new  SALE/LEASEBACK  PROGRAM  ...  ALL 
PAYMENTS  ARE  100%  TAX  DEDUCTIBLE  ...  and 
$10,000  to  $100,000  is  available. 

You  will  find  our  terms  to  be  the  most  attractive 
available  anywhere  in  the  country.  We  will  buy 
your  used  equipment  at  today’s  replacement  value 
and  lease  it  back  to  you.  You  may  have  paid 
$20,000  for  your  equipment  10  years  ago.  We  will 
buy  it  for  as  much  as  $40,000  today. 

Our  FREE  Confidential  Computerized  Tax 
Analysis  will  show  you  how  our  sale/leaseback 
program  can  beat  the  cost  of  the  average  bank 
loan  by  $5,000  or  more! 

Phone  or  Write  today  for  complete  details  on 
this  plus  our  other  financial  services  which  in- 
clude Signature  Loans,  Accounts  Receivable 
Financing  and  New  Equipment  Leasing. 


RICHARD  P DAEGER 
9614  Windsor  Lake  Boulevard 
Columbia,  S C 29206 
(803)  788-8653 


Give 
the  most 
thoughtful  of 
tributes  in  honor 
of  someone  you  care  for 
through  Memorial  Gifts. 


South  Carolina  Lung  Association 
1817  Gadsden  St. 
Columbia,  S.  C.  29201 
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WANTED  FULL-TIME  FACULTY  MEM- 
BER WITH  ESTARLISHED  FAMILY  PRAC- 
TICE Residency  Program  in  South  Carolina. 
Residency  trained,  Board  Certified  Family 
Physician.  Practice  and/or  teaching  experience 
preferred.  University  affiliation  with  faculty  ap- 
pointment. Salary  negotiable,  excellent  benefits. 
Send  all  inquiries  and  curriculum  vitae  to:  Direc- 
tor of  Family  Practice  Residency,  Center  for 
Family  Medicine,  701  Grove  Road,  Greenville, 
SC,  29605,  EOE  (803)  242-7831. 
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A PICTORIAL  HISTORY  OF 
MEDICINE  IN  SOUTH  CAROLINA 


With  this  issue,  The  Journal  is  initiating  a new 
feature.  The  Journal  cover  will  display  historical 
photographs  of  people,  places,  instruments  and 
buildings  through  which  will  be  presented  a pic- 
torial history  of  medicine  in  South  Carolina. 
Much  of  the  material  to  be  used  in  this  series  will 
be  taken  from  the  excellent  sources  of  The  War- 
ing Historical  Library  at  the  Medical  University7 
in  Charleston.  The  Editorial  staff  wishes  to 
acknowledge  at  the  onset  its  gratitude  for  the 


ON  THE  COVER 


James  Moultrie,  Jr.,  M.D.,  was  one  of  the 
original  leaders  of  organized  medicine  in  South 
Carolina.  Dr.  Moultrie  was  born  in  1793  at 
Charleston,  S.  C.  He  received  his  initial  medical 
education  at  the  Hammersmith  Hospital  near 
London,  and  was  later  graduated  in  medicine 
from  the  University  of  Pennsylvania  in  1812. 
During  that  same  year,  he  was  elected  a member 
of  the  Medical  Society  of  South  Carolina,  an  or- 
ganization he  became  President  of  in  1821.  Dr. 
Moultrie  was  appointed  physician  to  the  Port  of 
Charleston  in  1813  (this  position  had  formerly 
been  held  by  Dr.  Moultrie’s  father,  James  Moul- 
trie, Sr.,  M.D.,  whose  responsibility  it  had  been 
to  enforce  marine  quarantine  measures  during 
the  Yellow  Fever  epidemic  of  1804). 

In  1822,  Dr.  Moultrie  presented  a memorial 
lecture  to  the  Medical  Society  in  which  he 
stressed  that,  due  to  the  excellent  teaching 
facilities  and  abundance  of  anatomical  material, 
Charleston  was  a superior  site  to  establish  a med- 
ical college.  Two  years  later,  April  12,  1824,  the 
South  Carolina  Legislature  approved  the  plans 
for  the  establishment  of  a medical  teaching  facil- 
ity, and  a faculty  was  organized.  Dr.  Moultrie 
was  elected  Professor  of  Physiology  at  the  Medi- 
cal College  in  1833. 


priv  ilege  of  utilizing  the  library’s  historical  mate- 
rial and  to  express  its  deep  appreciation  to  Mrs. 
Anne  Donato,  Librarian  and  Curator,  who  has 
been  both  gracious  and  helpful  in  the  develop- 
ment of  this  series. 

For  the  next  sev  eral  issues,  the  pictorial  his- 
tory of  medicine  in  South  Carolina  will  highlight 
the  physicians  who  served  as  Presidents  of  the 
South  Carolina  Medical  Association  during  its 
first  100  years  (1848-1948). 


Fourteen  years  later.  Dr.  Moultrie  was  one  of 
three  South  Carolinians  who  represented  the 
Medical  Society  (and  South  Carolina)  at  the 
founding  meeting  of  the  American  Medical  As- 
sociation in  1847  at  Philadelphia,  Pennsylvania. 
During  that  convention,  he  was  elected  Vice 
President  of  the  Association.  Later  that  same 
year,  Dr.  Moultrie  presented  a Resolution  which 
subsequently  led  to  the  formation  of  the  South 
Carolina  Medical  Association  on  February  14, 
1848.  He  served  as  President  of  the  Association 
until  1852  and  continued  to  practice  medicine  in 
Charleston  until  his  death  at  6:00  a.m.,  May  29, 
1869.  Charleston  city  Health  Department  rec- 
ords list  the  cause  of  his  death  as  “old  age”. 

Several  years  ago,  members  of  the  Medical 
History  Society  of  Charleston  set  out  to  locate 
Dr.  Moultrie’s  burial  site.  The  grave  was  located 
in  Magnolia  Cemetery,  Charleston,  S.  C.  A rec- 
ord in  the  archives  of  the  cemetery  shows  that 
Dr.  Moultrie  had  paid  $9.00  in  1864  to  maintain 
this  lot  in  “perpetual  care”  (an  excellent  invest- 
ment!). 

Dr.  Moultrie’s  tombstone  reads:  “Noble,  true, 
just  and  generous.  His  ways  were  ways  of  pleas- 
antness and  all  his  paths  were  peace  . . . Blessed 
are  the  pure  in  heart  for  they  shall  see  God”. 


July,  1980 
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MYOCUTANEOUS  FLAPS  FOR  THE  IMMEDIATE 
AND  MORE  RELIABLE  REPAIR  OF  LARGE 
SOFT  TISSUE  DEFECTS 

ROBERT  F.  HAGERTY,  M.D.* 


As  the  result  of  trauma,  disease  or  surgery 
large  defects  of  soft  tissue  surface  covering  may 
be  produced  requiring  immediate  reconstruc- 
tion for  the  best  result  or  even  for  the  preserva- 
tion of  life.  The  flap  containing  muscle  with  its 
subcutaneous  tissue  and  skin  covering  has  been 
found  to  be  the  most  effective  in  such  emergen- 
cies. It  is  most  exciting  to  see  the  great  interest  in 
and  imaginative  development  of  this  method  in 
recent  years  although  the  basic  concepts  were 
known  and  practiced  over  seventy  years  ago.1’  2 
The  underlying  concept  of  myocutaneous  flaps 
is  that  the  muscles  get  the  major  blood  supply 
and  the  overlying  subcutaneous  tissue  and  skin 
get  what  is  left  from  vessels  perforating  through 
the  muscle.  It  can  thus  be  readily  appreciated 
that  if  the  muscle  is  elevated  with  preservation  of 
its  blood  supply  the  overlying  subcutaneous  tis- 
sue and  skin  will  usually  be  fully  vascularized  and 
survive  without  difficulty.  The  blood  supply  to 
most  muscles  is  a known  and  reliable  quantity. 
On  the  other  hand,  flaps  of  skin  and  subcutane- 
ous tissue  without  muscle  frequently  have  a less 
reliable  blood  supply  depending  on  random  or 
axial  circulation  and  may  require  one  or  more 
delays.  The  effectiveness  of  any  given  myocuta- 
neous flap  will  then  depend  in  large  part  on  the 
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degree  of  rotation  permitted  by  its  blood  supply. 
In  general  there  are  other  muscles  to  take  over 
the  function  of  those  so  dislocated.  In  certain 
emergency  situations  such  functional  loss  would 
be  but  of  secondary  consideration. 

CASE  REPORTS 

1.  Shotgun  wound  of  knee: 

This  78  year  old  was  admitted  to  St.  Francis 
Xavier  Hospital  on  June  30,  1979  on  transfer  from 
Florence  following  a shotgun  blast  to  her  left 
knee  on  June  9,  1979.  Examination  revealed 
complete  destruction  of  the  knee  joint  and  ab- 
sence of  the  overlying  soft  tissue.  (Figures  1 & 2) 
On  July  5,  1979  the  patient  was  taken  to  the 
operating  room  where  debridement  was  carried 
out  removing  many  large  and  small  pieces  of 
bone  together  with  tissue  of  reduced  viability 
and  excessive  granulation.  Immediate  and  total 
reconstruction  of  the  soft  tissue  defect  was  ac- 
complished with  the  elevation  and  rotation  of  a 
medial  gastrocnemius  myocutaneous  flap  and 
application  of  a split  graft  to  the  donor  site.  There 
was  extensive  drainage  for  several  months  but  no 
loss  of  flap  or  split  graft.  (Figure  3)  The  extremity 
has  been  maintained  in  extension  with  casts  by 
our  orthopedic  associate.  The  extremity  is  short- 
ened but  is  expected  to  bear  weight  which  would 
be  preferable  to  amputation. 
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FIGURE  1 


FIGURE  3 


Case  1.  Gunshot  wound  of  the  knee.  Findings  on  initial  examination  (Figures  1 and  2);  appearance  after  reconstruction  (Figure 

3). 


2.  Carcinoma  of  left  breast  with  chronic  radia- 
tion ulcer  of  left  anterior  chest: 

This  58  year  old  lady  had  a radical  mastectomy 
carried  out  in  August  ofl977  for  carcinoma  of  the 
left  breast  with  axillary  metastases  at  all  levels. 
This  was  followed  by  extensive  x-ray  therapy. 
Ulceration  of  the  left  anterior  chest  wall  de- 
veloped with  exposure  of  a rib  and  inceasing 
pain . 

On  July  9,  1979  debridement  of  the  chronic 
radiation  ulcer  and  exposed  rib  was  carried  out 
by  Dr.  J.  T.  Buxton.  A massive  latissimus  dorsi 
myocutaneous  flap  was  immediately  elevated 


with  a cutaneous  component  measuring  10  x 20 
cm.  This  was  passed  through  the  axilla,  the  mus- 
culature being  sutured  to  the  chest  wall  beneath 
the  elevated  margins  of  the  chest  defect,  and 
complete  cutaneous  closure  obtained.  There  was 
some  loss  of  the  posterior  tip  of  the  cutaneous  flap 
which  extended  originally  across  the  midline 
beyond  the  perforating  vessels  of  the  muscle. 
(Figure  4) 

The  resulting  coverage  has  been  complete 
with  eradication  of  chest  pain  and  no  noticeable 
limitation  of  motion  in  her  left  and  dominant 
extremity.  (Figure  5) 


FIGURE  4 FIGURE  5 

Case  2.  Carcinoma  of  breast  with  chronic  radiation  ulcer.  Initial  (Figure  4)  and  subsequent  (Figure  5)  appearances. 
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3.  Compound  fracture  of  lower  extremity: 

This  25  year  old  male  was  admitted  to  Roper 
Hospital  on  July  21,  1979  shortly  after  suffering  a 
compound  fracture  of  his  lower  tibia  and  fibula  in 
an  automobile  accident.  In  addition  to  soft  tissue 
loss  adjacent  to  the  fracture  site  there  was  further 
destruction  of  tissue  lateral  to  this.  On  August  15, 
1979,  under  general  anesthesia,  a Hoffman  ex- 
ternal fixation  apparatus  was  applied  by  Dr. 
Robert  Paulling,  and  the  fractures  reduced  and 
immobilized.  The  tissues  of  questionable  viabil- 
ity adjacent  to  the  tibial  fracture  site  were  widely 
debrided  and  reconstruction  carried  out  with  a 
medial  gastrocnemius  myocutaneous  flap  with 
application  of  split  thickness  grafts  to  the  flap 
donor  site  and  lateral  soft  tissue  defect.  There 
was  no  problem  with  infection  and  tire  fractures 
healed  uneventfully.  (Figure  6) 


FIGURE  6 


Case  3.  Compound  fracture  oflower  extremity.  Appearance 
after  reconstruction  with  medial  gastrocnemius  myocutane- 
ous flap  (Figure  6). 


4.  Decubitus  ulcers: 

This  27  year  old  male  paraplegic  developed 
extensive  ischial  decubitus  ulcers  bilaterally. 
(Figure  7)  On  October  3,  1979  excision  of  the 
ischial  decubitus  ulcers  with  the  underlying  is- 
chial tuberosities  was  carried  out  but  maintaining 
the  broad  flat  support  of  ischial  bone.  The  defects 
were  immediately  reconstructed  with  large  ham- 
string myocutaneous  flaps  of  recent  develop- 
ment.3 A small  fissure  persisted  on  the  right  side 


FIGURE  7 

Case  4.  Decubitis  ulcers.  Appearam 


requiring  secondary  closure  on  February  6, 
1979.  The  patient  did  well  until  the  summer, 
when  he  attended  a course  away  from  home  and 
sat  on  a wheelchair  for  three  weeks  without  a 
cushion.  A superficial  ulceration  resulted  as 
shown  in  his  postoperative  photograph  of  Oc- 
tober 1979.  (Figure  8)  He  is  scheduled  for  repair 
of  this  in  addition  to  an  extensive  soft  tissue  loss  of 
one  heel  secondary  to  a motorcycle  accident. 


FIGURE  8 


is. 
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5.  Extensive  soft  tissue  defect  of  neck: 

This  43  year  old  male  had  a long  history  of 
multiple  head  and  neck  carcinomas  probably 
arising  in  the  skin  and  metastasizing  to  the  neck. 
A left  suprahyoid  neck  dissection  had  been  car- 
ried out  followed  by  intensive  radiation  therapy 
including  6000  RADS  to  the  left  upper  neck  and 
5000  RADS  to  the  lower  neck.  About  one  year 
later  another  metastasis  was  excised  from  the  left 
neck  followed  by  an  additional  5000  RADS.  De- 
spite this  therapy  he  developed  a rapidly  growing 
mass  in  the  left  upper  neck.  (Figure  9) 

This  patient  was  admitted  to  the  service  of  Dr. 


FIGURE  9 


John  C.  Hawk,  Jr.  who  carried  out  on  June  z<, 
1979  a left  radical  neck  dissection  in  continuity 
with  wide  resection  of  the  tumor  of  the  anterior 
and  left  lateral  neck,  with  wide  removal  of  skin, 
margin  of  left  mandible,  and  strap  muscles.  The 
defect  was  reconstructed  with  a large  myocuta- 
neous  peetoralis  flap  with  split  grafting  of  this 
donor  site  and  a tracheostomy.  Postoperatively 
there  was  some  edema  of  the  larynx  and  a few 
peripheral  areas  of  cellulitis  and  localized  abscess 
but  no  abnormalities  of  the  flap.  (Figure  10)  The 
patient  has  progressed  well  with  no  evidence  of 
recurrent  carcinoma  to  date. 


Case  5.  Soft  tissue  defect  of  neck.  The  rapidly-growing  neck  mass  (Figure  9)  was  treated  with  radial  neck  dissection,  with 
subsequent  closure  with  a peetoralis  myocutaneous  flap  (Figure  10). 


CONCLUSIONS 

In  the  care  of  open  wounds  produced  by 
trauma,  disease  or  surgery  the  simplest  surgical 
procedure  to  satisfy  the  requirement  of  repair  is 
recommended.  This  may  consist  of  primary  clo- 
sure, application  of  a split  or  full  thickness  graft, 
or  rotation  of  random,  axial,  or  Island  pedicled 
flaps.  However,  there  are  those  situations  in 
which  none  of  the  above  methods  can  be  utilized 
because  of  the  condition  or  position  of  the 
wound.  In  such  cases  the  possibility  of  a 
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myocutaneous  flap  must  be  considered.  It  can  be 
limb  or  even  life  saving.  □ 
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Pseudocysts  represent  a common  complica- 
tion of  acute  and  chronic  pancreatitis.  Although 
some  cysts  resolve  spontaneously  during  recov- 
ery from  the  attack,  others  may  persist  and  be- 
come firmly  adherent  to  adjacent  organs.2’  8 Ex- 
tension of  the  inflammatory  process  may  result  in 
erosion  with  the  formation  of  a variety  of  internal 
or  external  fistulae.  For  example,  cysts  may 
spontaneously  rupture  into  the  adjacent  gas- 
trointestinal tract  (stomach,  duodenum,  jeju- 
num, or  colon),  biliary  tract,  pleural  cavities,  or 
nearby  visceral  arteries. 1;  2>  3>  6>  8 The  latter  may 
bleed  directly  into  the  cyst  cavity,  the  general 
peritoneal  cavity,  or  an  associated  hollow  viscus, 
resulting  in  severe  blood  loss. 

The  case  presented  herein  represents  a rare 
example  of  pseudocyst  which  developed  within 
Gerota’s  fascia  and  which  surrounded  the  left 
kidney.  This  occurred  as  a consequence  of  a 
communication  between  the  posterior  aspect  of 
the  tail  of  the  pancreas  and  the  perinephric  space 
in  a patient  with  chronic  alcohol-induced  pan- 
creatitis. 

CASE  REPORT 

A 40-year-old  black  male  was  referred  to  the 
Medical  University  Hospital  in  November,  1978 
for  evaluation  of  a possible  recurrent  pseudocyst 
of  the  pancreas.  He  had  a long  history  of  chronic 
ethanol  abuse  and  multiple  prior  hospitalizations 
for  exacerbations  of  pancreatitis.  In  January, 
1978  he  was  admitted  to  a local  hospital  and 
underwent  abdominal  exploration,  cholecystec- 
tomy, and  cystogastrostomy  for  a pancreatic 
pseudocyst.  Following  this  procedure  he  was 
improved  but  resumed  his  consumption  of  al- 
cohol. He  was  readmitted  to  the  hospital  with 
recurrent  epigastric  pain,  hyperamylasemia,  and 
a palpable  left  upper  quadrant  mass.  A barium 
meal  study  failed  to  reveal  a communication  be- 
tween the  stomach  and  the  cyst  cavity.  An  ul- 
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trasound  suggested  a 3 x 4 cm.  mass  in  the  area  of 
the  tail  of  the  pancreas  and  an  intravenous 
pyelogram  showed  an  abnormal  left  kidney  with 
the  possibility  of  an  intrarenal  mass.  The  patient 
was  transferred  to  the  Medical  University  for 
further  evaluation. 

Examination  revealed  a thin  black  male  whose 
positive  physical  findings  were  limited  to  clinical 
jaundice  and  a palpable,  firm,  non-tender  left 
upper  quadrant  mass.  Pertinent  laboratory 
studies  included  a serum  amylase  of  1476  i.u.,  a 
lipase  of  6.5  units,  a total  bilirubin  of3.6  mgm.% 
(direct  2.5  mgm.%)  and  an  alkaline  phosphatase 
of  1630  units. 

A repeat  intravenous  pyelogram  again  demon- 
strated a mass  involving  the  upper  pole  of  the  left 
kidney.  (Fig.  1.)  A left  renal  arteriogram  showed 
evidence  of  perinephric  inflammatory  changes 
but  no  suggestion  of  an  intrarenal  mass.  (Fig.  2.) 

The  patient  was  operated  upon  on  12/5/78 
with  a presumptive  diagnosis  of  recurrent 
pseudocyst  in  the  tail  of  the  pancreas.  Large 
dilated  veins  were  present  in  the  distribution  of 
the  gastroepiploic  vessels  suggesting  a left  sided 
portal  hypertension.  (Fig.  3.)  The  pancreas  was 
nodular  and  firm  throughout  and  the  head  of  the 
gland  was  enlarged.  Although  there  was  no  evi- 
dence of  a pseudocyst  in  the  tail  of  the  gland,  a 
large  firm  mass  was  palpable  in  the  left  retroperi- 
toneal space  consistent  with  the  location  of  the 
kidney. 

The  common  bile  duct  was  identified  and  a 
choledochogram  revealed  a narrowing  of  the  in- 
trapancreatic  portion  of  the  duct.  (Fig.  4.)  A 
duodenotomy  and  a transduodenal  sphinctero- 
plasty were  performed.  The  ducts  of  Wirsung 
and  Santorini  were  cannulated.  (Fig.  5.)  Retro- 
grade pancreatograms  demonstrated  a 2 x 2 cm. 
pseudocyst  in  connection  with  the  duct  of  Santo- 
rini in  the  head  of  the  gland  and  diffuse  dilatation 
of  the  duct  of  Wirsung.  (Fig.  6.) 

The  spleen  and  distal  pancreas  were  mobilized 
in  preparation  for  a longitudinal  pancreaticojeju- 
nostomy.  As  the  distal  pancreas  was  freed  pos- 
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FIGURE  3.  Dilated  gastroepiploic  veins  along  the  greater  FIGURE  4.  Intraoperative  cholangiogram  demonstrating 
curvature  of  the  stomach.  narrowing  of  the  intrapancreatic  portion  of  common  bile 

duct. 


teriorly  an  area  of  firm  adherence  was  encoun- 
tered between  the  posterior  aspect  of  the  pan- 
creas and  Gerota’s  fascia.  Dissection  demon- 
strated a fistida  between  the  distal  pancreatic 
duct  and  a perinephric  collection  within  Gerota’s 
fascia  which  contained  approximately  200  cc.  of 
clear  fluid.  The  capsule  of  the  kidney  was  grossly 
intact  but  acutely  inflamed  and  covered  by  a 
shaggy  tan-colored  membrane.  (Fig.  7.) 


The  tail  of  the  pancreas  and  spleen  were  re- 
sected, the  duct  of  Wirsung  was  opened  an- 
teriorly over  to  the  medial  duodenal  wall,  and  the 
cystic  lesion  in  the  head  was  also  incised.  Both 
the  cyst  and  Wirsung  s duct  were  incorporated 
into  a Roux-en-Y  longitudinal  pancreaticojeju- 
nostomy.  Gerota’s  fascia  was  opened  widely  and 
multiple  drains  were  placed  in  the  perinephric 
space  prior  to  abdominal  closure.  The  postopera- 
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FIGURE  5.  Duodenotomy  with  cannulas  in  duct  of  Wirsung 
(W)  and  duct  of  Santorini  (S). 


FIGURE  6.  Intraoperative  retrograde  pancreatogram 
showing  dilated  duct  of  Wirsung  (W)  and  pseudocyst  involv- 
ing the  duct  of  Santorini  (S). 


FIGURE  7.  Cystic  cavity  surrounding  left  kidney  which  is 
covered  with  shaggy  exudate. 


tive  course  was  uneventful  and  the  patient  re- 
turned to  normal  activities  approximately  three 
months  later. 

DISCUSSION 

Due  to  the  anatomic  proximity  of  the  tail  of  the 
pancreas  and  left  kidney,  retroperitoneal  masses 
arising  in  this  area  represent  a diagnostic  prob- 
lem for  the  clinician.  A review  of  the  medical 


literature  since  1940  revealed  numerous  exam- 
ples of  pancreatic  pseudocysts  simulating  prima- 
ry renal  disease.  Displacement  of  the  renal  ar- 
chitecture, hematuria,  pyuria,  and  proteinuria 
are  common  with  pseudocysts  arising  in  the  body 
and  tail  of  the  gland;  however,  direct  extension  of 
a pseudocyst  through  Gerota’s  fascia  is  a rare 
event.  Only  eight  cases  were  found  in  which  a 
pseudocyst  was  documented  to  erode  through 
Gerota’s  fascia;  in  five  of  these  there  was  direct 
involvement  of  renal  parenchyma  while  three 
were  similar  to  the  patient  herein  reported,  with 
a perirenal  collection  and  no  evidence  of  penetra- 
tion of  the  renal  capsule. 

Hellebusch0  reported  the  case  of  a five  year  old 
girl  who  developed  a left  upper  quadrant  mass 
following  a blunt  abdominal  trauma.  An  in- 
travenous pvelogram  suggested  an  intrarenal 
mass.  At  operation  a pseudocyst  of  the  pancreas 
was  found  with  direct  extension  through  Gerota’s 
fascia.  The  pseudocyst,  left  kidney,  spleen,  and 
tail  of  the  pancreas  were  resected  and  the  tail  of 
the  pancreas  was  anastomosed  to  the  jejunum 
using  a Roux-en-Y  limb.  Recovery-  was  unevent- 
ful. 

Kiviat'  reported  the  case  of  a 49  year  old  male 
who  presented  with  left  flank  pain,  weight  loss, 
anorexia,  vomiting,  and  a large  left  sided  abdom- 
inal mass.  Intravenous  pyelography  revealed  no 
function  of  the  left  kidney.  An  aortagram  demon- 
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strated  that  the  left  renal  blood  supply  and 
parenchyma  were  compressed  and  surrounded 
by  a large  avascular  mass.  A preoperative  diag- 
nosis of  hemorrhage  into  a renal  cyst  or  tumor 
was  made.  Operation  revealed  a large  cystic  mass 
arising  from  the  tail  of  the  pancreas  and  com- 
pletely encasing  the  left  kidney.  The  cyst  was 
excised  along  with  the  left  kidney  and  adrenal 
gland,  and  drains  were  placed  in  the  area.  The 
patient  recovered  but  had  a persistent  pancreatic 
fistula. 

Heckman4  reported  the  case  of  a 20  year  old 
female  who  presented  with  vomiting,  fever,  and 
severe  left  flank  pain.  Intravenous  pyelograms, 
ultrasound  and  arteriography  suggested  the 
presence  of  a perinephric  abscess.  Exploration 
through  a flank  incision  revealed  a perinephric 
collection  of  greenish-brown  fluid.  Following 
drainage  a second  cystic  mass  was  palpable  in  the 
area  of  the  tail  of  the  pancreas.  The  flank  incision 
was  closed  over  drains,  the  patient  repositioned 
and  the  abdomen  was  explored  through  a midline 
incision.  The  pseudocyst  was  drained  internally 
with  a Roux-en-Y  cystojejunostomy.  Recovery 
was  uneventful. 

An  adequate  history  and  high  index  of  suspi- 
cion are  the  best  guides  in  differential  diagnosis. 
Intravenous  pyelograms,  ultrasound,  and  ar- 
teriography may  suggest  the  cystic  nature  of  such 
lesions,  but  frequently  cannot  differentiate  be- 
tween lesions  of  renal  and  pancreatic  origin.  In- 
traoperative determination  of  amylase  content  of 
cyst  fluid  may  confirm  the  presence  of  a pancreat- 
ic pseudocyst.  When  the  renal  capsule  is  intact, 
adequate  drainage  of  Gerota’s  space  and  the 


preservation  of  the  kidney  appears  to  be  the  most 
appropriate  approach.  The  chronic  pancreatitis 
in  our  patient  was  treated  by  comprehensive  de- 
compression of  the  exocrine  ductal  system  and 
associated  pseudocyst  in  the  head  of  the  gland, 
utilizing  a longitudinal  pancreaticojejunostomy. 

SUMMARY 

A patient  with  perinephric  pancreatic  pseudo- 
cyst, resulting  from  a communication  between 
the  pancreatic  duct  in  the  tail  of  the  gland  and 
Gerota’s  fascia,  is  presented.  The  authors  were 
able  to  identify  only  three  similar  cases  in  a re- 
view of  the  surgical  literature  from  1940  to  pres- 
ent. The  diagnosis  and  surgical  management  of 
this  rare  condition  is  reviewed.  □ 
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That  medications  may  induce  a variety  of  dele- 
terious effects  is  well  recognized  in  respect  to 
individual  metabolic  differences  in  transport, 
storage,  rate  of  degradation,  rates  of  excretion 
and  also  interactions  with  other  simultaneously 
administered  medications.  Problems  arising  may 
be  either  acute  or  chronic,  and  vary  from  minor 
dermatologic  manifestations  to  those  severe  or  of 
lethal  impact.  The  effects  of  a number  of  fre- 
quently employed  medications  in  the  production 
of  specific  nutritional  deficits  is,  however,  not 
well  recognized  in  clinical  practice,  probably  be- 
cause this  information  is  not  as  broadly  dissemi- 
nated and  is  usually  presented  at  meetings  and  in 
journals  of  a more  specialized  nature  and  not  in 
ones  devoted  to  the  clinical  practice  of  Medicine. 

The  effects  of  a number  of  therapeutic  agents 
in  respect  to  producing  nausea,  vomiting, 
anorexia  or  diarrhoea  are  well  known,  but  these 
effects  are  often  not  fully  appreciated  in  the 
chronically  ill,  elderly  or  debilitated  patient  as 
requiring  immediate  attention  because  of  wors- 
ening of  the  nutritional  disturbances  arising  or 
increasing  those  already  present  and  which  will 
require  not  only  attention  for  correction  of  nutri- 
tion but  also  often  changes  in  the  therapeutic 
program.  Even  more  subtle  are  the  deficiencies 
in  the  elderly  or  those  chronically  ill  which  will 
lead  to  specific  vitamin  and  mineral  deficiencies 
by  alterations  in  metabolic  processes  or  by  de- 
ranged absorption  and  excretion  that  dings  in  the 
usual  therapeutic  dosage  may  induce. 

As  hospital  laboratories  become  more  profi- 
cient and  equipped  to  perform  assays  of  vitamin 
concentrations  and  stores  of  these  and  minerals, 
specific  nutritional  diagnosis  will  be  more  readily 
made,  but  in  the  interim  an  awareness  that  a 
number  of  medications  can  and  do  induce  various 
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stages  of  malnutrition  will,  through  awareness 
alone,  allow  us  through  clinical  observation  to 
recognize  and  correct  this  iatrogenic  problem.  It 
is  most  often  of  real  consequence  for  those  on 
chronic  or  long-term  medication  use,  viz.  the 
elderly  and  those  already  in  a state  of  actual 
nutritional  deficiency  because  of  illness. 

The  maintenance  of  nutritional  adequacy  is  not 
only  related  to  adequacy  of  intake  but  to  genetic 
predisposition  in  respect  to  overt  or  borderline 
derangements  of  coenzyme  and  apoenzyme  suf- 
ficiency at  specific  steps  in  the  metabolic  or 
biosynthetic  pathways.  Inborn  errors  of  metabo- 
lism in  full  form  are  usually  overt  but  in  some 
there  may  be  partial  defects  or  alternate 
metabolic  pathways  which  function  efficiently 
but  with  the  strain  of  disease  or  the  action  of 
drugs  or  chemical  ingestants,  overt  defective 
metabolism  occurs.  Coenzyme  and  apoenzyme 
defects,  or  their  specific  vitamin  components, 
may  not  only  produce  metabolic  pathway  faults, 
but  also  lead  to  defective  plasma  transport  and  in 
absorption  defects  and  cellular  storage  and  utili- 
zation. Such  defective  metabolism  when  recog- 
nized can  often  be  overcome  by  supplemental 
feedings  to  increase  vitamin  or  mineral  intake  or 
by  parenteral  administration. 

Malabsorption  of  Vitamin  B12  or  Cobalamine 
has  been  recognized  for  many  years  as  a result  of 
insufficiency  of  gastric  intrinsic  factor,  but  B12 
deficiency  states  may7  also  arise  along  with  other 
nutritional  problems  when  ileal  mucosal  cellular 
absorption  is  interfered  with.  This  can  arise  from 
long-term  use  of  para-aminosalicylic  acid,  col- 
chicine, Neonwcin,  and  blind  loop  syndrome  or 
other  cause  for  bacterial  overgrowth  which,  as 
with  Dibothriocephalus  latum  infestation,  re- 
sults in  nutrient  insufficiency  by  competition  of 
the  bacteria  or  parasites  with  the  host  for  specific 
nutrients.  The  alterations  in  intestinal  organisms 
by  the  long-term  use  of  various  antibiotics  is  a 
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situation  which  has  not  been  fully  explored,  but 
folate  and  Vitamin  K enteric  synthesis  are  known 
to  be  interfered  with  by  alteration  of  the  bacterial 
flora.  Diarrhoea  often  results.  The  mucosal  cellu- 
lar defects  induced  by  antibiotics  and  certain 
other  medications  are  areas  likewise  in  need  of 
further  study.  Cryptic  sprue  syndromes  are 
worsened  or  made  overt  by  tetracyclines  and 
neomycin.  Steatorrhoea  and  folate  malabsorp- 
tion also  arise  from  mucosal  defects  induced  by 
chronic  alcohol  use.  The  binding  of  bile  acids  and 
salts  preventing  micelle  formation  and  fat  ab- 
sorption may  produce  steatorrhoea.  Such  bind- 
ing is  a therapeutic  result  of  cholestyramine  ad- 
ministration, and  with  long-term  use  may  result 
in  depletion  of  the  various  fat  soluble  vitamin 
stores.  Unabsorbed  fats  on  saponification  will 
produce  colon  irritability. 

Other  situations  where  fat  soluble  vitamin  de- 
ficiency states  may  arise  are  in  instances  where 
mineral  oil  in  large  quantities  is  employed,  or 
where  small  intestinal  transit  time  is  greatly 
shortened  by  irritant  laxatives,  such  as  castor  oil, 
phenolphthaleim,  cascara  or  other  self-adminis- 
tered laxatives. 

Although  we  are  aware  of  the  calcium,  sodium 
and  potassium  losses  which  occur  and  uric  acid 
retention  that  may  precipitate  gout  with  the  long 
term  use  of  several  of  the  thiazide  diuretics,  the 
loss  of  other  nutrients,  such  as  water  soluble 
vitamins  as  a result  of  alterations  in  renal  tubular 
function,  has  not  been  fully  explored.  Where 
chronic  hemodialysis  has  been  employed  in 
end-stage  renal  disease,  depletions  of  riboflavin, 
ascorbic  acid  and  folic  acid  have  been  observed. 
Dietary  restrictions  in  chronic  renal  disease  are 
also  implicated  in  hypovitaminosis. 

In  hypermetabolic  states,  such  as  those  in- 
duced by  thryoxine  or  by  prolonged  pyrexia, 
there  may  be  interference  with  absorption  as 
well  as  increased  utilization  of  various  nutrients 
with  increased  catabolism  and  thus  increased 
needs.  In  addition  to  hypovitaminosis,  which  has 
been  recognized  as  not  infrequent  in  such  situa- 
tions with  depletion  of  thiamine,  ascorbic  acid, 
Vitamin  A,  pyridoxine,  B12  and  folates,  caloric 
deficiency  with  weight  loss  and  also  mineral  loss 
of  zinc  and  magnesium  are  observed,  as  well  as 
impaired  absorption  of  ferrous  iron. 

Diseases  in  which  impaired  storage  of  certain 
nutrients  are  observed  have  been  mostly  studied 
in  those  with  chronic  liver  disease  where  Vitamin 
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D glucoronide  formation,  activated  folate,  acti- 
vated Vitamin  K,  and  inability  to  store  Vitamin 
B12  are  observ  ed.  Likewise  in  chronic  renal  dis- 
ease, where  there  is  both  impaired  absorption  of 
calcium  and  depletion  of  skeletal  storage;  the 
activated  form  of  Vitamin  D is  deficient,  i.e.  the 
1,25  dihydroeholeealeiferal  produced  in  the  kid- 
ney which  is  needed  for  activ  e calcium  absorp- 
tion and  storage. 

Lrom  various  animal  studies  we  have  learned 
that  although  medications  and  anumber  of  chem- 
ical substances  may  induce  nutritional  problems, 
that  also  nutritional  problems  may  alter  the 
biomechanisms  involved  in  drug  metabolism. 
The  oxidase  activities  of  the  hepatocytes  may  be 
considerably  altered  by  deficiencies  of  protein, 
carbohydrates,  lipids,  riboflavin,  ascorbic  acid, 
magnesium  and  zinc.  It  is  not  clear  whether  all  of 
these  animal  observations  may  be  transferred  to 
humans,  however.  In  some  of  these  alterations  a 
toxic  effect  may  arise  because  medication  as 
given  is  more  toxic  than  in  its  usually  metaboli- 
cally  conv  erted  form  or  vice  versa.  Thus,  nutri- 
tional rehabilitation  may  have  a possible  delete- 
rious effect  if  drug  dosage  is  not  properly  ad- 
justed either  down  or  upwards.  Thus  an  assess- 
ment of  nutritional  status  and  corrective  mea- 
sures must  be  related  in  turn  to  the  medication 
program  as  prescribed. 

In  instances  of  prolonged  illness,  or  in  in- 
stances where  prolonged  medication  programs 
are  required,  attention  to  the  adequacy  of  the 
dietary  history  and  attention  to  periodic  exami- 
nations of  the  patient  for  clinical  signs  or 
symptoms  of  dietary  deficiency,  including  re- 
quirements for  more  or  less  of  a medication 
should  bring  to  mind  also  the  need  for  supervi- 
sion for  dietary  adjustments  or  proper  supple- 
mentations. Along  with  this  is  a need  for  the 
recognition  that  in  some  individuals  and  families, 
genetic  metabolic  disturbances  in  acetylation  or 
hydroxylation  are  present  or  may  be  induced. 
The  development  of  neuritis  due  to  pyridoxine 
deficiency  as  a result  of  excessive  blood  lev  els  of 
INH  in  certain  tuberculosis  patients  due  to  a 
defective  acetylation  was  recognized  in  1955  by 
Hughes,  Schmidt  and  Biehl.1  And  subsequent 
studies  have  shown  clearly  this  relationship  is 
due  to  an  enzymatic  defect  of  genetic  origin  in 
the  hepatocytes.  Similarly,  certain  chemicals 
used  in  industry2  may  be  responsible,  such  as 
certain  missile  fuels  in  the  space  industry  work- 
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ers  where  inhibition  of  metabolic  pathways  by 
acetylation  may  produce,  for  example,  Vitamin 
B6  or  pyridoxine  deficiency  states  with 
neuropathies.  Antituberculous  drugs  may  also 
induce  niacin  and  folate  deficiencies  along  with 
pyridoxine  deficiency  states. 

Anticonvulsants  in  epileptics  may  induce  fo- 
late, hypocalcemia  and  Vitamin  D deficiency 
states  with  anemia  and  osteomalacia.3  Probably 
the  water  soluble  B-eomplex  group  of  vitamins 
are  more  often  depleted  by  a large  number  of 
medications  than  the  fat  soluble  group.  As  previ- 
ously discussed,  however,  absorption  of  these  is 
likewise  interfered  with  in  a number  of  in- 
stances.4 

When  confronted  with  weight  loss,  diarrhoea, 
dermatitis,  oral  mucosal  lip  and  tongue  lesions, 
depression,  muscle  weakness,  neuropathy  and 
purpuric  or  bleeding  manifestations  in  the  course 
of  a long  term  medication  program,  nutritional 
causes  should  be  duly  considered  and  dealt  with 
in  addition  to  any  alterations  in  the  medication 
regimen.  A distinction  between  the  signs  or 
symptoms,  including  depression  and  asthenia  of 
nutritional  cause,  can  usually  be  distinguished  by 
history7  and  clinical  observations  from  those  of  the 
disease  per  se  or  alterations  in  immunity  or  al- 
lergy. As  a part  of  the  observations  which  should 
be  regularly  made  on  patients  receiving  long 
term  drug  therapy  should  be  regularly  per- 
formed hematologic  studies.  Megaloblastic 
anemias  due  to  folate  and  B12  deficiencies  can  be 
readily  detected  by  the  indices  showing  mac- 
rocvtosis.  Leukopenia  will  also  usually  accom- 
pany this.  Specifically  to  determine  if  folate  defi- 
ciency or  B 12  is  needed,  urine  excretion  studies 
or  concentrations  must  be  determined.  Hypo- 
chromic anemia  due  to  pyridoxine  deficiency  will 
have  the  cytologic  characteristics  of  an  iron  defi- 
ciency anemia,  but  the  serum  iron,  iron  binding 
capacity  and  the  sideroblast  changes  of  the  bone 
marrow  will  clearly  indicate  that  iron  stores  and 
serum  iron  are  not  depleted.  Pyridoxine  anemia 
is  probably  most  often  seen  in  those  with  Parkin- 
sonism on  long  term  L-dopa  therapy.  Neuropa- 
thies are  more  often  seen  as  a result  of  pyridoxine 
deficiencies.  Al though  B12  deficiency  will  result 
in  neuropathy  and  myelopathy,  except  in  long 
term  PAS  administration,  it  has  not  been  thought 
to  be  responsible  except  rarely  for  those 
neurological  complications.  The  Schilling  Test 
with  its  follow  up  of  intrinsic  factor  administra- 


tion and  testing  will  be  diagnostic  as  to  whether 
an  alteration  of  B12  absorption  and  utilization  is 
responsible. 

In  recent  years,  oral  contraceptive  use  has 
been  observed  in  some  to  cause  a pyridoxine 
deficiency  state.  In  these,  the  problem  appears 
to  be  related  to  the  effects  on  tryptophane 
metabolism  in  a few  women,  and  this,  in  turn, 
reflects  on  pyridoxal  phosphate  metabolic  de- 
pendent pathways.  This  appears  to  be  limited  to 
those  susceptible  to  such  specific  alterations  in 
this  metabolic  pathway.  There  is.  however,  good 
evidence  to  show  that  in  most  women  folate 
excretion  and  inhibitory  binding  on  transport  re- 
quires that  extra  folic  acid  is  needed,  similar  to 
the  effects  noted  in  the  third  trimester  of  preg- 
nancy. 5 

Thiamine  neuropathy  appears  to  be  essentially 
related  to  excessive  ingestion  of  alcohol,  and 
medications  are  not  now  recognized  as  causative. 

Nutritionally  related  forms  of  dermatitis  due  to 
medications  are  those  of  the  pellagra  type  and 
riboflavin  deficiency  type  resembling  sebor- 
rhoeae  dermatitis.  Light  sensitive  reactions  not 
of  the  pellagra  type  are  also  seen.  Cheilosis, 
stomatitis,  and  glossitis  should  also  be  looked  for. 
The  administration  of  niacin  and  riboflavin  will 
be  corrective,  but  not  for  light  sensitivity  per  se 
or  not  related  to  niacin  deficiency. 

When  a medication  regimen  of  several  weeks 
or  longer  is  to  be  undertaken,  a careful  study  of 
the  possible  nutritional  effects  of  the  medication 
should  be  made.  Careful  periodic  evaluations 
must  also  be  carried  out  along  with  an  ev  aluation 
of  the  daily  diet  of  the  patient  in  respect  to  nutri- 
tional adequacy,  as  well  as  a review  of  symptoms 
and  repeated  physical  examinations  with  atten- 
tion to  evidences  of  nutritional  depletions. 

In  Table  I a list  of  frequently  prescribed  medi- 
cations which  are  given  for  long  periods  of  time  or 
self  administered  as  “over  the  counter”  prepara- 
tions with  the  nutritional  effects  that  may  be 
encountered,  especially  in  the  elderly  , those 
with  inadequate  or  borderline  dietary  habits,  and 
in  those  chronically  ill.  In  this  list  are  also  several 
of  the  antimetabolites  used  in  the  treatment  of 
leukemia  and  malignancy  where  blockage  of  the 
folic  acid  related  metabolic  pathway's  are  deliber- 
ately7 sought.  With  some,  the  effects  are  exces- 
sive to  those  therapeutically  desired,  and  Cit- 
rovorum  factor  or  folinie  acid  will  be  required  for 
correction.  In  others,  folic  acid  will  be  sufficient. 
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TABLE  I. 


Long-Term  Medication 
Mineral  oil 

Nutritional  Deficit  Induced 
Vitamins  A,  D,  K 

Phenolphthalein  and 
similar  laxatives 

Fat  absorption 
Vitamin  D,  calcium, 
potassium  loss 

Neomycin  and  other 
broad-spectrum  antibiotics 

Fat,  Bi2,  Na,  K,  Ca, 
Fe,  disaccharides 

Cholestyramine 

Fats,  Vitamins  A,  K,  D, 
B12,  and  Fe 

Colchicine 

Fats,  Carotene,  Vitamins 
K,  B i2.  Lactose 

Biguanidine 

Vitamin  B12 

Para-amino  salicylic  acid 

Vitamin  B12,  folate,  fat 

Azulfidine 

Folate 

Alcohol 

Folate,  thiamine.  Vitamins  C, 
Niacin,  B2.  B6,  B12, 
Magnesium,  zinc,  proteins 

Corticosteriods 

Calcium 

Anti-convulsants: 
Dilantin,  Primidone,  etc. 

Calcium,  folate.  V itamins  D 
and  B 12  (?) 

Glutethimide 

Calcium 

Aluminum  antiacids 

Phosphate 

Thiazide  diuretics, 
ethacrynic  acid 

Na,  K,  Ca 
May  increase  loss  of 
water-soluble  vitamins 
in  some  (?) 

Triamterine 

Folate  as  well  as  Na, 
water-soluble  vitamins  (?) 

Aspirin 

Vitamin  C 

Heavy  cigarette  smoking 

Vitamin  C 

Boric  acid 

Riboflavin 

Folic  acid 

Antagonists  of  aminopterin 
type  and  methotrexate 

Folic  acid,  but  requires  folinic 
acid  or  Citrovorum  factor 
to  correct 

Pyrimethamine 

Folic  acid  with  response 
to  this 

Trimethoprin 

Folate  (?) 

Pentamidine 

Folate 

INH 

Vitamin  B6 

Hydralazine 

Vitamin  B6 

Ethionamide 

Vitamin  B6 

Pencillamine 

Vitamin  B6 

L-Dopa 

Vitamin  B6 

Combination  drugs  for 
tuberculosis:  INH, 
cycloserine,  pyrazinamide 

Vitamin  B6 

Various  hydrazides  and 
semi-thiocarbozides,  etc. 
in  industrial  use 

Vitamin  B6 
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Coumadin  Vitamin  K 

Effects  accentuated  by  tetracyclines,  colchicine, 
Tolbutamide,  testosterone.  Neomycin,  ethacrynic  acid, 
salicylates,  alcohol,  Dilantin,  quinidine 

Oral  contraceptives  Vitamins  A,  C,  E,  riboflavin 

and  B6  Tryptophane:  Folate 
malabsorption  overt  in  some 
but  absorption  defects  exist 
from  other  primary  cause  for 
malabsorption  as  cryptic  sprue 
or  poor  diet  as  in  pregnancy. 
Cu,  Fe  and  calcium  absorption 
improved. 

Prednisone  Calcium 


In  summary,  clinicians  should  not  only  be 
aware  of  the  various  adverse  effects  of  many  of 
the  medications  frequently  prescribed,  and  of 
the  incompatibilities  associated  with  combina- 
tions of  these,  but  when  long  term  therapy  is 
indicated,  particularly  in  the  elderly,  for  those  in 
a state  of  inadequate  or  borderline  nutrition,  in 
some  with  latent  inborn  errors  of  metabolism  and 
in  others  otherwise  thought  not  to  have  any 
reason  for  malnutrition  developing,  that  medica- 
tions can  through  interference  with  absorption, 
plasma  transport,  cellular  storage,  metabolic 
pathways  or  increased  excretion  result  in  the 
development  of  various  types  of  malnutrition 
which  will  require  dietary  alterations,  nutritional 
supplementations  or  medication  dose  changes. 

For  those  interested  in  pursuing  further  study 
of  iatrogenic  nutritional  problems.  Dr.  Daphne 
A.  Roe,  Professor,  Diseases  of  Nutritional  Sci- 
ences, Cornell  University,  has  authored  an  excel- 
lent reference  book,  Drug  Induced  Nutritional 
Deficiencies.  I am  indebted  to  this  for  much  of 
the  information  presented  in  this  clinical  review 
summary.6  □ 
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The  purpose  of  this  paper  is  to  present  a gen- 
eral introduction  to  the  issues  associated  with 
National  Health  Insurance,  particularly  as  they 
concern  medical  practice.  The  general  point  of 
view  taken  in  this  exposition  is  the  economic 
viewpoint.  The  basic  premise  of  economics  is 
that  resources  are  scarce;  at  times  the  incentives 
of  a particular  delivery  system  may  not  make  this 
evident  to  the  users  of  the  system  (e.  g. , patients). 
This  paper  will  spell  out  some  of  the  implications 
for  health  care  costs  which  are  influenced  by  the 
incentives  of  alternative  health  insurance 
schemes. 

THE  COMPONENTS  OF  TOTAL 
EXPENDITURES 

We  begin  our  exposition  by  presenting  a 
method  of  categorizing  the  components  of  total 
medical  expenditures.  Total  expenditures  can  be 
broken  down  into  the  following  components: 

Total  = Price  Per  X Quantity  of  X Population 

Expenditures  Service  Services 

Consumed  per 
Capita 

This  equation  allows  us  to  break  down  total 
expenditures  into  the  unit  price  or  fee  received 
by  the  supplier  for  providing  medical  care,  the 
number  of  services  provided  and  charged  for  to 
each  consumer,  and  the  total  number  of  consum- 
ers. Thus,  for  example,  if  there  are  1 million 
consumers,  each  of  whom  consumes  3 visits  per 
year,  and  the  average  fee  for  which  physicians  are 
reimbursed  is  $5,  then  total  expenditures  must 
be  due  to  one  of  these  components.  This  equa- 
tion presents  a categorization  of  costs;  it  does  not 
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explain  why  they  increase.  To  do  this,  we  must 
examine  the  behavior  of  the  participants  in  the 
health  care  marketplace  — the  physicians  and 
the  consumers  — and  see  the  effect  of  incentives 
on  their  behavior. 

CONSUMER  BEHAVIOR 

In  this  section  we  examine  the  factors  which 
influence  the  quantity7  of  medical  care  (measured 
as  the  number  of  visits)  which  consumers  will 
demand.  It  is  important  to  note  that  we  use  the 
term  demand  and  not  consume.  Demand  means 
that  the  consumers  will  attempt  to  consume  the 
sendees:  they  will  call  up  doctors  for  appoint- 
ments, or  turn  up  at  clinics.  This  does  not  mean 
that  they  will  receive  these  sendees,  for  that 
depends  upon  whether  these  sendees  are  avail- 
able. 

Focusing  then  on  the  quantity  of  medical  care 
which  people  demand,  we  will  identify  three 
major  factors  which  will  influence  the  amount  of 
medical  care  which  each  individual  desires  to 
consume  (i.e.,  per  capita  demand).  These  factors 
include:  direct  price  charged  for  the  sendee;  the 
income  of  the  consumer;  and  the  health  levels  of 
the  population.  Referring  to  the  first  factor,  the 
direct  price  is  the  “out-of-pocket  price”  actually 
paid  by  the  consumer  for  a visit.  This  price  is,  in 
fact,  the  scarcity  signal  that  the  consumer  re- 
ceives; if  the  price  is  very  low,  the  signal  the 
consumer  receives  is  that  the  commodity  is 
abundant.  Whether  in  fact  it  is  abundant  is  quite 
another  question:  this  is  merely  what  the  con- 
sumer perceives  — what  “the  market”  tells  him  it 
is.  The  basic  hypothesis  is  that  the  lower  the 
price,  the  more  will  be  demanded  (not  necessar- 
ily consumed.)  As  shown  in  our  example  in  Table 
1,  at  a price  of  $7  per  visit,  one  visit  will  be 
demanded;  at  a direct  price  of  $6,  two  visits  will 
be  demanded,  and  so  forth  until  the  direct  price 
falls  to  zero,  when  the  consumer  will  be  willing  to 
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pay  up  to  8 visits  per  year. 

Now  it  is  important  at  this  point  to  draw  the 
linkage  between  insurance,  direct  price,  and 
cost.  The  effect  of  health  insurance  is  to  lower  the 
direct  price.  This  in  effect  causes  a greater  quan- 
tity to  be  demanded  of  the  service,  because  the 
consumer  perceives  the  service  to  be  less  scarce 
than  it  is  in  fact.  When  he  is  feeling  a little  ill,  he 
will  call  the  doctor  for  an  appointment  because 
the  price  to  him  is  low,  since  he  has  insurance.  If 
he  had  to  pay  the  full  price,  he  may  not  have  done 
so.  The  cost,  and  hence  the  level  of  scarcity, 
might  be  quite  high;  but  under  many  types  of 
insurance  it  is  the  insurance  company,  not  the 
patient,  who  perceives  this. 

The  two  other  factors  which  influence  quantity 
demanded  are  income  and  health  status.  An  in- 
crease in  consumer  income  will  encourage  a 
greater  quantity  to  be  demanded  at  any  given 
price;  and  the  more  ill  the  population,  the  more 
medical  care  they  will  demand  at  any  given  price. 
Because  health  status  usually  follows  age,  an 
older  population  will  demand  more  care.  The 
demand  schedule,  as  shown  in  Table  1,  will  have 
a greater  number  of  visits  at  each  price;  but  the 
quantity  demanded  will  still  increase  when  price 
decreases. 

SUPPLIER  BEHAVIOR 

We  have  stressed  that  the  quantity  of  medical 
care  demanded  may  be  considerable,  but  it  is  not 
necessarily  true  that  the  supply  will  be  forthcom- 
ing. We  next  focus  on  the  supply  side  of  the 
market,  that  is,  on  the  behavior  of  the  physicians. 
We  will  assume  initially  that  all  visits  are  of  an 
equal  “quality”  in  terms  of  time  and  effort  a 
physician  can  devote  to  them.  Later  we  will  relax 
this  assumption.  Now  our  basic  hypothesis  on  the 
supply  side  of  the  picture  is  that  the  higher  the 


fee  level  or  reimbursement  rate,  the  more  visits  a 
physician  will  be  willing  to  provide.  This  assump- 
tion is  pictured  in  Table  1,  which  shows  that  at  a 
rate  of  $1,  the  physician  will  be  willing  to  supply 
up  to  1 million  visits  (1  visit  per  person  for  a 
population  of  1 million);  at  a fee  rate  of  $2,  they 
will  be  willing  to  supply  2 million  visits,  etc.  The 
rationale  behind  this  assumption  is  that  higher 
reimbursement  rates  are  needed  to  bring  in  extra 
resources  (part-time  nurses)  and  encourage 
physicians  to  work  longer  hours.  To  provide  the 
population  with  8 million  visits,  the  reimburse- 
ment rate  would  have  to  go  as  high  as  $7. 

It  is  important  to  note  that  this  schedule  shows 
a willingness  to  supply  services;  they  may  not  be 
demanded.  Whether  they  are  demanded  will 
depend  upon  the  direct  price.  It  is  important  to 
keep  clear  that  there  are  two  sides  of  the  market, 
consumers  and  physicians,  working  simultane- 
ously. The  second  point  to  note  is  that  the  total 
cost  of  8 million  services  — 8 services  per  person 
— will  be  $7  million.  This  is  the  total  cost  of 
providing  consumers  with  such  a high  level  of 
services.  Whether  or  not  the  consumers  pay  this 
out  of  their  own  pockets  directly  or  though  the 
tax  system,  the  cost  remains  that  high.  There  is 
nothing  that  can  be  done  to  change  this  basic  fact 
of  life:  resources  which  are  scarce  must  be  paid 
for,  directly  or  indirectly.  Their  price  can  be 
disguised;  but  to  ensure  that  the  resources  are 
used,  they  must  be  paid  for.  The  final  point  to  be 
made  harks  back  to  our  discussion  of  quality. 
Indeed  there  is  a way  to  squeeze  more  blood  out 
of  the  stone;  there  is  a way  to  obtain  more  visits 
for  a lower  price.  And  that  is  to  lower  quality. 
One  can  hire  nurse  practitioners  instead  of 
physicians;  or  general  practitioners  instead  of 
surgeons;  or  physicians  can  cut  down  the  time 
they  spend  with  a patient.  In  all  cases,  more  visits 


Table  1 

SCHEDULES  OF  SUPPLY  AND  DEMAND  FOR  MEDICAL  CARE 


DEMAND  SCHEDULE  SUPPLY  SCHEDULE 


Direct  Price 
Per  Consumer 

Visits  Per 
Capita 

Total  Visits 
In  a Population 
of  1 Million 

Reimbursement 
Rate  Per  Visit 

Total  Quantity 
of  Visits 
Supplied 

$7.00 

1 

1 million 

$7.00 

8 million 

$6.00 

2 

2 million 

$6.00 

7 million 

$5.00 

3 

3 million 

$5.00 

6 million 

$4.00 

4 

4 million 

$4.00 

5 million 

$3.00 

5 

5 million 

$3.00 

4 million 

$2.00 

6 

6 million 

$2.00 

3 million 

$1.00 

7 

7 million 

$1.00 

2 million 

$0.00 

8 

8 million 
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of  a lower  quality  can  be  had  for  the  same  or 
perhaps  ev  en  a lower  total  cost,  but  the  basic  fact 
of  scarcity  still  looms  in  the  background:  one 
cannot  get  more  for  less  money.  In  this  case,  the 
level  of  quality  is  compromised,  and  so  a greater 
number  of  visits  is  not  really  "more  care. 

THE  MARKET  AND  NATIONAL  HEALTH 
INSURANCE 

Let  us  now  bring  our  demanders  and  suppliers 
together  and  see  what  the  effects  of  various  na- 
tional health  insurance  proposals  will  have  on 
total  costs  and  other  variables  in  the  system.  We 
summarize  our  argument  in  Table  2.  First,  let  us 
look  at  full  insurance  — the  government  pays  for 
all  care  and  ensures  that  consumers  have  all  they 
want.  We  will  call  this  Case  I in  Table  2.  The 
consumers,  having  what  is  to  them  "free  care, 
will  demand  8 units  per  person,  or  for  a popula- 
tion of  1 million,  a total  of  8 million  visits.  The 
government,  to  ensure  that  providers  supply  this 
quantity,  must  pay  a reimbursement  rate  of  87. 
The  total  cost  of  the  program  will  be  856  million. 
This  may  be  very  expensive  for  the  government, 
and  it  may  only  be  willing  to  pay  out  820  million. 
Let  us  say  that  this  is  the  case  and  that  to  do  this 
the  government  sets  a reimbursement  rate  of  84 
per  visit.  Then  suppliers  will  be  willing  to  supply 
only  5 visits  per  capita,  or  a total  of  5 million 
visits.  Consumers  are  still  paying  nothing,  and  so 
thev  want  8 million.  The  net  result  is  a svstem 


with  long  queues,  unserved  demands,  crowding, 
etc.  The  resources  are  scarce,  but  the  consumers 
are  not  getting  the  message  directly;  they  are 
getting  it  indirectly,  however,  because  they  have 
to  wait  longer  periods  for  their  services.  Indeed, 
there  is  still  no  magic  wand  that  can  alleviate  the 
basic  problem  of  scarcity.  We  will  call  this  queu- 
ing case.  Case  II. 

Let  us  now  say  that  the  government  wishes  to 
supply  8 million  visits,  but  they  want  to  keep  the 
price  down  to  82.50  per  visit  so  that  total  costs  of 
the  program  will  be  820  million.  Can  they  do 
this?  We  will  call  this  Case  III.  Indeed  they  can, 
if  they  lower  the  quality  of  a visit.  If  they  are 
willing  to  supply  lower  quality  visits,  they  may 
eventually  be  able  to  do  this.  However,  there  is 
no  saying  that  if  the  quality  becomes  low  enough, 
consumers  will  still  want  the  care!  Or  that  politi- 
cally, this  will  be  acceptable. 

Let  us  look  at  one  final  case.  Case  IV.  In  this 
case  we  place  a partial  payment  on  the  patient 
such  that  he  pays  82  per  visit  and  the  government 
pays  the  rest.  The  government  somehow  decides 
that  it  would  like  to  see  6 visits  supplied  per 
person,  thus  just  meeting  demand.  In  this  case,  it 
must  pay  a reimbursement  rate  of  85  to  the 
physician.  The  government  then  ends  up  paying 
818  million  (S3  per  visit'  and  the  consumer  pays 
the  rest.  In  this  case,  the  consumer  becomes 
somewhat  aware  of  the  scarcity  price  and  re- 
stricts his  demand  on  the  svstem.  Most  national 


Table  2 

IMPLICATION S OF  ALTERNATIVE  NHI  PROPOSALS 

Case  Number  and  Description 

Total  Cost 

Other  Effects 

CASE  I.  Complete  insurance  with 
government  guaranteeing  consumers 
all  the  high  quality  care  they  want 
for  “free  . 

S56  million 

CASE  IE  Government  guaranteeing 
that  any  medical  care  received  is 
for  “free”,  but  limiting  the  amount 
of  medical  care  provided. 

S20  million 

Not  enough  care  to 
serve  demands  — queues 
form,  and  overcrowding 
of  facilities. 

CASE  IlL  Government  ensures  that 
people  receive  as  much  “free  medi- 
cal care  as  they'  want,  but  in  the 
context  of  a limited  budget. 

S20  million 

Government  finds  lower 
quality  providers  who 
are  willing  to  work  for 
lower  wages  and  so 
quality  deteriorates. 

CASE  IV.  Government  provides 
limited  insurance  and  places 
a partial  payment  responsibility- 
on  the  public. 

S30  million 
(Government 
pays  S18 
million  and 
consumers  pay 
S12  million) 

Costs  shared  by 
consumers  and  government. 
Consumers  demand  less 
care  than  in  examples 
I-III. 
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health  insurance  proposals  today,  recognizing 
this,  do  favor  some  form  of  consumer  payment. 

Only  with  co-payment  by  the  consumer  does 
the  consumer  bear  some  share  of  the  total  cost 
and  thus  behave  as  if  the  service  is  scarce.  In  all 
other  cases  considered,  the  government  pays  the 
entire  health  care  bill  and  must  collect  this 
amount  in  taxes.  It  is  this  fact  — that  an  increase 
in  usage  will  lead  to  higher  taxes  — that  has 
constrained  most  proposers  of  national  health 
insurance  from  going  whole  hog  in  trying  to 
bypass  the  iron  law  of  scarcity.  For  the  one  un- 
derlying truth  which  holds  under  any  national 
health  insurance  scheme  is  that  this  law  can 
never  be  abrogated. 

APPLYING  THE  ANALYSIS 

The  analysis  just  set  out  can  be  used  to  explain 
recent  inflationary  trends  in  the  United  States’ 
market  for  physician  services.  To  do  this,  let  us 
first  define  physician  expenditures  in  terms  of 
the  following  multiplicand: 

Total  Average  Number  of  Av  erage  Number  of  Number  of 

Expenditures  Fee  Per  Serv  ices  Number  ot  Persons  Per  Physicians 
on  Physician  =Serv  ice  xPer  Patient  xYisits  Per  xPhysician  x 
Services  Visit  Person 


This  multiplicand  expresses  the  total  amount  of 
expenditures  in  terms  of  the  average  fee  charged, 
the  average  number  of  services  per  patient  visit 
(which  may  be  viewed  as  a measure  of  the  “qual- 
ity” or  “intensity”  of  care  received),  the  average 
annual  number  of  visits  to  a physician  per  person, 
the  number  of  persons  per  practicing  physician, 
and  the  number  of  practicing  physicians.  It 
should  be  noted  that,  because  this  is  a multipli- 
cand, the  growth  in  total  expenditures  can  be 
expressed  as  the  sum  of  the  growth  rates  of  the 
individual  components  in  the  multiplicand.  This 
transposition  will  be  useful  in  our  analysis. 

Data  for  all  of  these  components,  with  the 
exception  of  the  number  of  services  per  visit,  are 
shown  in  the  top  half  of  Table  3,  for  a selected 
number  of  years.  The  years  were  chosen  to  show 
both  pre-  and  post-Medicare  and  Medicaid 
(1966);  the  year  Medicaid  and  Medicare  were 
introduced  can  be  viewed  as  a watershed  year  in 
terms  of  the  intervention  of  the  government  in 
financing  medical  care.  This  is  underlined  by  the 
figures  in  Table  2 showing  the  rapid  decline  in 
the  porportion  of  total  expenditures  paid  directly 
by  patients  after  1965;  this  was  due  to  the  rapid 
growth  of  government  programs  as  well  as  pri- 


Table  3 

DATA  REFERRING  TO  U.  S.  PHYSICIAN  SERVICES  MARKET 


Year 

Total 

Expenditures 
On  Physician 
Services1 

Index  of 
Physician 
Fees2 

Per  Capita 
Visits  to 
Physicians3 

Population 
to  Physician 
Ratio4 

Number  of 
Non-Federal 
Practicing 
Physicians4 

Per  Capita 
Expenditures 
On  Physician 
Services 1 

Percent  of 
Physician 
Fees  Paid 
Out-of-Pocket' 

( millions  of 

dollars) 

(1967=100) 

( thousands) 

(dollars) 

1960 

5,684 

77.0 

N.  A. 

N.A. 

N.A. 

30.92 

65.4 

1965 

8,474 

88.3 

4.5 

812 

237 

42.85 

61.4 

1970 

14,340 

121.4 

4.9 

796 

255 

68.81 

44.2 

1975 

24,932 

169.4 

5.1 

737 

287 

114.66 

35.9 

1977 

31,242 

205.7 

4.8 

N.A. 

N.A. 

141.29 

34.9 

1978 

35,250 

221.8 

N.A. 

N.A. 

N.A. 

158.08 

34.1 

AVERAGE  ANNUAL  GROWTH  RATES  IN 

Number  of 

Per  Capita 

Population 

Non-Federal 

Residual 

Physician 

Fee  Per 

Visits  to 

to  Physician 

Practicing 

Growth 

Period 

Expenditures 

Service 

Physicians 

Ratio 

Physicians 

Rate 

1960-1965  8.3 

2.7 

N.A. 

1965-1970  11.1 

6.5 

1.7 

-0.4 

1.5 

1.8 

1970-1975  11.6 

6.8 

0.8 

-1.5 

2.4 

3.1 

Data  Sources: 

1.  Gibson,  R.M.  1979.  National  Health  Expenditures,  1978.  Health  Care  Financing  Review  1:1-36  (Washington,  Health  Care 
Financing  Administration,  Dept,  of  Health,  Education  and  Welfare) 

2.  Consumer  Price  Index  for  Physicians  Fees.  Monthly  Labor  Review  (various  issues).  1967=100. 

3.  Vital  and  Health  Statistics,  1965  data  approximated  by  1966/7  data  (Series  10,  No.  97).  1975  data  from  Series  10,  No.  15.  1977 
data  from  Series  10,  No.  128.  Visits  include  home,  office,  and  outpatient  visits. 

4.  American  Medical  Association.  Socioeconomic  Issues  of  Health  1977. 
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vate  insurance  for  physician  services;  both  have 
the  effect  of  lowering  the  direct  price  of  services 
to  patients,  and  thus  stimulating  demand. 

Our  analysis  will  be  conducted  in  terms  of  the 
growth  rates  of  total  expenditures  and  its  compo- 
nents, shown  in  the  bottom  half  of  Table  3.  Since 
1975,  total  expenditures  have  grown  at  annual 
rates  over  11  percent.  In  both  5-vear  periods,  the 
growth  in  physician  reimbursement  rates  has 
contributed  to  over  half  of  this  increase.  The 
second  largest  contributing  factor  has  been  the 
“residual”  factor,  which  contains  the  growth  in 
“quality”  or  “intensity”  of  services.  The  actual 
numbers  of  visits  per  person  was  important  im- 
mediately after  1966,  but  seems  to  have  leveled 
off  somewhat.  The  rapid  growth  in  the  number  of 
physicians,  especially  after  1970,  was  a further 
important  contributing  factor.  The  number  of 
visits  per  physician  seems  not  to  have  increased 
significantly  since  1966,  but  the  “intensity”  or 
“quality”  of  a visit,  as  measured  by  the  residual 
term,  did. 

In  interpreting  this  data  in  terms  of  our  previ- 
ous analysis,  we  can  attribute  these  trends  to  two 
key  factors:  first,  the  growth  in  insurance  cover- 
age — public  and  private  — has  increased  each 
individual's  quantity  demanded  of  service  levels. 
At  the  same  time,  the  “average”  physician  seems 
to  have  opted  to  increase  service  levels  per  pa- 
tient, rather  than  number  of  v isits  per  patient  or 
number  of  patients,  notably  after  1970.  The 
higher  level  of  intensity  of  services  shows  up  in 
the  residual  factor  and  in  the  higher  fee  level  of 


doctors.  While  the  Consumer  Price  Index  pur- 
ports to  indicate  a “quality  constant”  change  in 
fee  levels,  it  is  far  from  a perfect  measure.  The 
rapid  increase  in  physician  fees  reflects  the 
greater  ability  of  physicians  to  obtain  higher  fee 
hikes  from  third  parties  than  from  private  pay 
patients  as  well  as  more  service  intensiv  e care 
provided  to  patients. 

Should  a national  health  insurance  plan  be 
enacted  which  further  extends  insurance  cover- 
age, we  can  expect  more  of  the  same.  Visits  will 
initially  increase,  but  this  will  stabilize,  followed 
by  a continued  growth  in  service  intensive  care. 
Inflationary  pressures  would  continue  as  well.  □ 
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Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 
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68%  * 

93%  * * 

Mintezol1 

35%  f 

45%  tt 

Antiminth2 

Not  Indicated 

Povan3 

Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm— 98%;  hookworm— 96%. That  agent  is  VERMOX® 
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DILEMMAS  OF  THE  DECADE,  1980-1990 
MEDICAL  EDUCATION  AND  LICENSURE 


The  76th  annual  Congress  on  Medical  Educa- 
tion, co-sponsored  by  the  AM  A and  the  Federa- 
tion of  State  Medical  Boards,  met  in  Chicago 
April  22-26,  1980.  It  was  my  privilege  to  attend 
this  meeting  in  its  entirety.  The  program  was 
excellent  and  the  speakers  were  outstanding. 
Some  proposals  were  accepted  by  all  attending. 
Others  were  controversial  and  poorly  accepted 
by  the  audience.  A few  proposals  were  frighten- 
ing. 

The  first  day  of  the  meeting  dealt  with  licen- 
sure and  disciplining  of  physicians.  As  some 
readers  may  know,  there  is  a move  to  do  away 
with  the  National  Board  Exam  and  the  Flex 
exam,  and  replace  them  with  a Flex  I-Flex  II 
exam.  Under  this  concept.  Flex  I would  be  given 
at  the  end  of  medical  school,  and  the  graduate 
would  be  required  to  pass  Flex  I before  he  or  she 
could  enter  a residency.  This  would  license 
graduates  only  for  residency  training,  and  not 
enable  them  to  work  in  Emergency  Booms  or  as  a 
locum  tenens.  Flex  II  would  be  taken  anytime 
after  completion  of  one  year  of  residency  train- 
ing, and  would  be  a full  licensure  to  practice 
medicine  anywhere  in  the  United  States.  Obvi- 
ously, there  are  many  details  to  be  worked  out 
before  this  concept  goes  into  effect,  but  Flex  I 
will  be  available  next  year  as  an  experiment. 

The  role  of  physician  extenders  caused  some 
spirited  debate.  Most  states  are  moving  cautious- 
ly, especially  in  view  of  the  predicted  physician 
over-supply.  Other  states  are  more  liberal,  espe- 
cially Oregon,  where  a nurse  practitioner  can 
prescribe  medication,  collect  from  third  parties 
directly  and  participate  in  Medicaid. 

An  entire  afternoon  was  devoted  to  the  situa- 
tion in  Florida,  where  the  Board  of  Medical 
Examiners  was  dissolved,  as  were  all  other  reg- 
ulator}' boards.  They  were  replaced  by  a De- 
partment of  Professional  Regulations,  a “super 


board  regulating  25  professions,  including 
physicians.  This  board  is  headed  by  a 3 1-year-old 
woman  who  had  been  on  the  staff  of  Gov.  Buben 
Askew.  One  of  the  most  onerous  provisions  of  the 
new  Florida  law  requires  a large  notice  to  be 
publicly  displayed  in  each  professional  office, 
with  a toll-free  telephone  number  to  be  called  in 
case  a client  or  patient  is  dissatisfied  with  the 
sen  ice  received.  The  board  s director  admitted 
that  her  48  investigators  had  been  flooded  with 
calls,  and  that  about  98%  of  the  calls  were 
groundless  and  of  the  nuisance  variety. 

Florence  Stroud.  R.X.,  President,  Division  of 
Ficensing,  California  Board  of  Medical  Quality- 
Assurance,  stated  that  non-physicians  were  bet- 
ter qualified  to  license  and  discipline  physicians 
than  were  members  of  the  profession  itself.  This 
sentiment  was  echoed  by  Vera  Katz,  a member  of 
the  Oregon  Legislature,  who  further  stated  that 
public  policy  is  demanding  that  consumers  be  a 
majority  on  all  regulator}-  boards.  A Florida  legis- 
lator then  stated  that  doctors  were  incapable  of 
disciplining  themselves  because  there  was  a con- 
spiracy of  silence,  and  because  doctors  are  too 
lenient  on  their  colleagues.  Fortunately  the  day’s 
session  ended  at  this  time,  because  physicians  in 
the  audience  were  rapidly  developing  essential 
hypertension. 

The  next  day’s  session  dealt  with  Generalism 
versus  Specialism,  and  with  the  residency  train- 
ing programs.  Some  difference  of  opinion  sur- 
faced, but  in  general  most  speakers  felt  that  the 
specialty  of  Family  Practice  is  firmly  established. 
More  medical  school  graduates  are  entering  this 
field,  and  are  being  well  accepted,  although 
there  are  isolated  problems  with  hospital 
privileges.  Residencies  in  general  internal 
medicine  and  general  pediatrics  are  beginning  to 
suffer  because  of  this  and  also  because  most  in- 
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ternists  and  pediatricians  now  want  to  sub- 
specialize.  A growing  fear  was  expressed  that  in 
the  next  decade  there  will  he  too  few  general 
internists  and  pediatricians,  and  far  too  many 
sub-specialists. 

Plans  to  regulate  physician  supply  were  dis- 
cussed. Since  the  Department  of  HEW  feels  that 
a physician  over-supply  is  imminent,  federal 
funds  will  be  sharply  reduced.  This  may  force 
some  medical  schools  to  curtail  enrollment.  A 
few  schools  in  severe  financial  straits  may  close 
without  government  help.  Some  states  are  al- 
ready planning  to  limit  new  physicians  licensed. 
Nine  states  (Arkansas,  California,  Hawaii, 
Maine,  Michigan,  Mississippi,  New  York,  Rhode 
Island  and  Wisconsin)  are  currently  studying 
such  legislation. 

The  last  day  of  the  meeting  was  devoted  to  the 
Regulation  of  Medicine.  Mr.  Newton  Minow,  a 
prominent  Chicago  lawyer  who  frequently  rep- 
resents the  AMA  in  national  litigation,  made  a 
most  eloquent  keynote  speech.  He  pointed  out 
that  the  push  to  change  regulation  of  medicine 
was  being  advocated  by  three  groups:  the  media, 
the  consumer  advocates,  and  the  Legislators, 
and  that  few  of  these  know  anything  about 
medicine  or  medical  practice.  According  to  Mr. 
Minow,  the  regulation  of  medicine  was  based 
only  on  the  quality  of  care  until  1965.  Since  that 
time,  however,  medicine  has  been  increasingly 
regulated  by  cost.  First  there  was  the  Utilization 
Review  process,  then  the  certification  of  need. 
Now  the  reduction  of  federal  money  and  the 
intrusion  of  the  Federal  Trade  Commission  is 
coming  into  play.  Mr.  Minow  then  made  an  im- 
passioned plea  for  Medicine  to  rise  up  and  de- 
fend itself.  Too  many  physicians  sit  back  and  take 
no  active  role,  he  stated.  If  this  continues 
Medicine  will  be  taken  over  more  and  more  by 
efficiency  experts,  consumer  advocates  and  legis- 
lators. When  this  happens  physicians  will  be  told 
what  drugs  they  can  prescribe,  what  specialties 
they  can  enter,  and  even  where  they  can  locate. 
Frightening?  Then  let  us  take  Mr.  Minow’s  ad- 
vice and  get  our  act  together. 

— Charles  W.  Brice,  Jr.,  M.D. 

President, 

State  Board  of 

Medical  Examiners 
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INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dcyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhvthmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachvcardia  before  giving 
anticholinergic  (atropine-like)  drugs  cince  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia:  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  V2 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 
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LETTERS  TO  THE  EDITOR 


To  the  Editor: 

An  article  entitled  “Utilization  of  PRN  Drugs 
in  Long-Term  Care  Facilities  in  South  Carolina” 
appeared  recently  in  The  Journal  of  the  South 
Carolina  Medical  Association  (December  1979, 
page  631).  Allegations  concerning  the  South 
Carolina  Medicaid  Drug  Program  and  recom- 
mendations that  the  South  Carolina  Department 
of  Social  Services  make  some  changes  in  their 
regulations  were  made.  Clarification  of  some  of 
these  statements  must  be  made. 

On  page  633  of  this  article  it  is  alleged: 
“More  important  is  the  need  to  look  at  the 
drug  dispensing  patterns  of  the  nursing 
home  and  the  state  regulations  controlling 
the  number  of  doses  which  must  be  dis- 
pensed. The  regulations  of  the  South  Caro- 
lina Department  of  Social  Services  mandate 
that  a minimum  of  30  days  drug  supply 
should  be  dispensed  for  prescriptions  that 
call  for  a certain  categories  of  drugs.  Most 
PRN  drugs  fall  in  these  categories”. 
Medicaid  regulations  speak  to  a require- 
ment for  30  days  supply  of  drugs  only  in  the 
case  of  “maintenance”  drugs.  Our  regula- 
tion states  204.2  (page  16  Pharmaceutical 
Services  Manual)  Maintenance  Supply. 
“Any  drug  used  continuously  for  more  than 
ninety  (90)  days  is  to  be  dispensed  as  a sus- 
taining or  maintenance  medication.  These 
drugs  are  to  be  dispensed  in  a one  months 
supply  to  Medicaid  recipients  when  con- 
tinued after  the  ninety  (90)  day  period.” 

The  South  Carolina  Medicaid  Program  does 
not  believe  that  PRN  drugs  meet  this  criterion. 
Even  if  the  words  “used  continuously”  could  be 
construed  to  include  PRN  drugs  the  required 
ninety  (90)  day  period  would  give  a base  upon 
which  to  estimate  usage  and  the  30  day  supply 
could  be  accurately  estimated. 

It  is  further  alleged  that  the  Medicaid  re- 
quirement for  pharmacy  consultants  (as  opposed 
to  suppliers)  cannot  be  reimbursed  (pg  633)  lead- 
ing to  “paper  consultants”.  Medicaid  allows  the 
payments  to  pharmacy  consultants  as  an  allow- 
able cost.  Nursing  homes  and  pharmacists  made 
their  own  “arms  length”  transactions  in  this  area. 
Medicaid  now  considers  these  transactions  de- 
veloped by  the  nursing  home  and  the  pharma- 
cists as  the  norms  of  payment. 


The  Department  of  Social  Services  believes 
that  its  regulations  pertaining  to  maintenance 
drugs  and  30  days  drug  supply  are  rational  and  in 
the  best  interests  of  our  program  and  our  recipi- 
ents. The  inference  that  Medicaid  regulations 
require  undue  amounts  of  drugs  to  be  dispensed 
is  not  substantiated  in  the  Department  of  Social 
Services  requirements. 

In  view  of  the  above,  I believe  that  a retraction 
of  these  allegations  is  appropriate. 

Sincerely  yours, 

Warren  H.  Rrune,  M.D. 
Medical  Director 
South  Carolina  Department  of 
Social  Services 
P.  O.  Box  1520 
Columbia,  S.  C.  29202 

April  1,  1980 


Dr.  Brune’s  letter  was  referred  to  the  author  of 
the  article,  Dr.  Aijcock,  whose  response  was  as 
follows: 

To  the  Editor: 

Dr.  Brune  expressed  concern  about  the  refer- 
ence we  made  to  the  Department  of  Social  Ser- 
vices Policies  and  Procedures  for  Drug  Provider 
Program  Title  XIX. 

I have  enclosed  a copy  of  the  item  to  which  I 
had  reference:  Item  #7.  As  is  often  the  case  in 
dealing  with  “Bureaucratese”  it  is  a matter  of 
interpretation  of  the  “not  clear”  language.  Obvi- 
ously as  shown  from  our  study,  most  nursing 
home  operators  consider  most  PRN  drugs  to  be 
either  sustaining  or  maintenance  medications. 

Nevertheless,  the  point  we  made  is  still  valid 
— greater  attention  should  be  given  as  to  what 
and  how  drugs  are  prescribed,  dispensed,  and 
administered  in  long  term  nursing  homes. 

Sincerely, 

E.  Kenneth  Aycock,  M.D.,  M.P.H 

Chairman , Department  of  Public 
Health  Services  Administration, 

School  of  Public  Health, 

University  of  South  Carolina, 

Columbia,  S.  C.  29208 
April  17,  1980 
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A TRUE  PHYSICIAN 

The  passing  of  an  old  friend  and  colleague  recently  gave  me  pause  to  consider,  as  I am  sure  it 
does  each  of  you,  the  esteem  that  this  physician  was  held  in  — not  only  by  his  peers,  and  I am 
sure  their  judgment  would  be  most  critical  — but  by  people  of  the  community  in  which  he 
lived  and  toiled  for  many  years.  Just  what  made  this  man  respected  as  he  was?  Was  he  really  a 
cut  above  other  physicians?  Are  all  physicians  this  respected?  Many  other  questions  come  to 
mind  — the  answers  are  not  easily  found. 

In  looking  back  over  his  life,  it  is  easy  to  see  that  his  many  loyal  patients  loved  him  and 
respected  him  for  his  medical  knowledge.  Long  before  any  specialty  required  hours  of  study, 
he  was  in  attendance  at  many  seminars  and  meetings  in  an  effort  to  keep  abreast.  His  patients 
appreciated  his  knowledge  and  his  current  treatment.  His  peers  respected  him  for  this 
knowledge  and  intellectual  integrity.  But  many  physicians  try  to  stay  current  in  their  knowl- 
edge, so  this  was  not  what  made  him  great. 

This  physician  was  not  interested  only  in  medicine,  but  gave  freely  of  his  time,  money  and 
energy  to  participate  in  and  lead  many  projects  that  made  his  community  a better  place  in 
which  to  live.  His  community  was  grateful  and  recognized  him  for  his  unselfishness.  Although 
he  had  no  children  of  his  own,  many  of  the  projects  were  done  to  help  young  people  achieve  a 
better  and  more  useful  life.  But,  then  again,  many  physicians  participate  in  community 
projects.  One  has  only  to  look  at  the  nominations  for  Physician  of  the  Year  Award,  given 
annually  at  our  convention,  to  recognize  that  long  hours  of  community  service  for  no  pay  are 
rendered  by  many  physicians.  So  it  was  not  just  this  community  spirit  which  elevated  him. 
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Looking  further  for  answers,  I asked  people  in  his  community.  To  my  amazement,  not  a 
single  person  had  anything  unkind  to  say  about  this  man.  I thought  that  most  unusual.  The 
reason  soon  became  clear.  He  had  time  for  everyone  in  his  office,  and  maintained  an  “open 
door  ” policy  for  patients.  This  started  to  separate  him  from  many  of  us,  as  all  too  often  I hear  the 
comment  that  this  one  or  that  one  won’t  accept  Medicaid  patients,  Medicare  patients,  or  for 
some  reason  exclude  entire  classes  of  patients  from  their  practice.  Our  profession  is  frequently 
criticized  for  this,  and  agency  heads  are  extremely  concerned  that  their  client  cannot  always 
see  a physician.  There  are  many  complaints  about  the  overuse  of  the  Emergency  Room  for 
non-emergencies.  But  where  else  do  they  have  to  turn  for  care  if  we  refuse  to  see  them  in  our 
office.  Realizing  pay  would  be  less,  have  we  lost  our  responsibility  for  charity  care?  These  are 
still  people  and  patients.  This  “open  door’  policy  helped  to  elevate  him  somewhat  above  his 
fellow  physicians. 

A further  look  at  my  friend’s  life  shows  that  he  was  a doer  in  medicine.  Not  one  to  hog  the 
limelight  or  the  glory,  he  saw  a great  need  not  only  in  his  field  of  practice,  but  also  in  the  state 
medical  association.  He  was  not  content  just  to  criticize,  but  saw  where  action  was  needed  and 
was  not  afraid  to  take  it.  He  helped  not  only  in  South  Carolina,  but  nationally,  to  push  the  old 
Academy  of  General  Practice  into  the  Academy  of  Family  Physicians,  and  worked  diligently  to 
see  that  the  Specialty  Board  was  created.  He  worked  many  hours  for  his  fellow  physicians  on 
SCMA  projects.  He  serv  ed  both  the  Academy  of  Family  Practice  and  the  SCMA  as  President 
and  was  the  first  to  hold  both  honors.  He  gave  of  his  time  to  make  the  private  practice  of 
medicine  meaningful,  but  so  have  a few  others  — so  this  was  not  the  final  answer. 

In  looking  for  further  answers,  I finally  found  the  key  to  this  man’s  respect.  He  was 
generously  endowed  with  compassion,  and  expressed  this  daily  to  his  patients,  peers  and 
friends.  It  is  often  easy  to  be  hard-hearted,  demanding  of  patients,  and  downright  inconsider- 
ate in  our  dealings  with  our  fellow  man.  Most  of  us  are  tired,  and  frequently  under  stress  and 
strain  because  of  the  serious  illness  of  this  patient  or  that,  but  when  we  stop  discussing  them  as 
patients  and  start  to  talk  about  patients  as  people,  then  we  start  to  show  our  concern  — concern 
not  only  for  the  illness  but  for  the  patient  and  his  family.  My  friend  was  endowed  with 
compassion,  and  his  patients  and  community  loved  him  for  it.  He  truly  liked  people.  Perhaps 
this  was  why  he  was  a cut  above.  Would  it  not  be  wonderful  if  we  all  were.  There  would  be  no 
need  for  public  relations;  our  image  would  remain  bright  and  we  would  not  be  decreasing  in 
respect.  We  would  all  then  be  a cut  above.  We  would  be  like  my  friend,  R.  L.  Crawford,  a true 
physician. 

Respectfully  submitted, 

Halsted  M.  Stone,  M.D.,  President 
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medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
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DO  YOU  KNOW  WHAT  AUXILIARY  HAS  BEEN  DOING  LATELY? 

(or,  “Where  is  my  wandering  wife  tonight?’’) 

Why  is  it  that  good  deeds  receive  far  less  publicity  than  bad  ones?  The  good  deeds  Auxiliary 
members  have  been  doing  all  over  the  state  are  tremendous,  yet  very  few  outside  the  medical 
profession  are  aware  of  the  services  these  dedicated  spouses  are  giving  to  their  communities. 

Doctors’  spouses  in  Greenville,  Columbia  and  Pickens  Counties  have  collected,  packed  and 
sent  drugs  to  the  World  Relief,  Haiti  and  the  Methodist  Missionary  project.  The  Oconee 
County  ladies  have  wrapped  bandages,  packed  and  sent  them  to  a rural  .African  Hospital. 

It  is  impossible  to  count  the  projects  for  children  that  Auxilians  have  encouraged.  In  York 
Count}’,  a Foster  Parents  Association  Christmas  part}’  is  held  to  help  the  children  have  a 
merrier  Christmas.  The  Spartanburg  women  showed  the  film,  “Drugs  are  Like  That”,  to  nine 
elementary  schools.  The  Lancaster  Count}’  Auxiliary  sponsored  tours  of  the  Poison  Garden 
and  gave  out  brochures  on  poisonous  plants  to  all  children  who  came.  They  also  paid  for  a trip 
to  camp  for  crippled  children.  Greenwood  Count}7  ladies  gave  their  time  towards  eye-ear- 
height-weight-scalp  screening  in  all  the  local  schools.  The  group  from  Edisto-Orangeburg 
counties  supplied  medicine  for  the  girls  and  boys  juvenile  homes,  and  in  Dillon,  they 
sponsored  a CPR  course  for  an  advanced  Biology  class. 

Count}7  Auxilians  are  not  only  generous  with  their  time,  they  also  raise  a tremendous 
amount  of  cash  for  scholarships  and  community  support.  Conway  gave  three  scholarships  for 
the  first  O.R.  Technical  course  taught  in  the  area.  In  Dorchester,  they  raised  money  for 
Christmas  dinners  for  five  needy  families  and  Edisto-Orangeburg  raised  $3,500  toward  a new 
hospital.  All  Count}7  Auxiliaries  in  the  state  have  their  pet  philanthropic  projects  and  you 
would  be  amazed  at  the  funds  they  generate.  Statewide,  over  $20,000  was  made  for  AMA-ERF 
this  past  year. 

The  woman-hours  of  volunteer  time  in  the  Community7  Health  field  cannot  be  matched  by 
any  other  organization.  Colleton  County7  helped  sponsor  a “National  Health  Care”  public 
forum.  Anderson  sponsored  a free  multi-phasic  Cancer  Screening  Clinic.  Newberry  County7 
hosted  a midlands  hospital  volunteer  workshop.  Of  course,  the  Health  Careers  Fair  in 
Charleston  was  attended  by  over  4,000  students  this  year,  and  has  become  a statewide  event. 

Our  Senior  Citizens  also  benefit  from  the  gentle  Auxilian  helping  hand.  Sumter-Clarendon 
Count}7  Doctors’  wives  take  St.  Patrick’s  Day  refreshments  to  seven  nursing  homes  in  the  area, 
and  Greenville  County7  women  hold  birthday  parties  at  their  Senior  Action  Center  with  an 
average  attendance  of  30  to  50  senior  citizens. 

Do  some  of  these  projects  pique  your  curiosity7?  They  are  only  a very  few  of  the  worthwhile 
things  that  South  Carolina  Doctors’  spouses  are  doing.  Each  Auxiliary  has  many  activities  — so 
many,  that  to  list  them  would  take  several  pages.  The  volunteer  hours  given  by  husbands  and 
wives  of  South  Carolina  Doctors  are  uncountable.  Unselfishly  they  have  contributed  two  of  the 
most  valuable  things  they  possess  — their  time  and  energy  — to  help  make  this  state  a better 
place  to  live.  So  Doctors  — the  next  time  you  see  your  husband  or  wife  with  feet  propped  up  — 
say  “congratulations”! 
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INFORMATION 

We  encourage  original  articles  and  letters  to 
the  editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical  Associa- 
tion. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed: 

The  Editor 

JOURNAL  OF  THE  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
Post  Office  Box  11188 
Columbia,  S.  C.  29211. 

COPYRIGHT:  All  manuscripts  should  be  ac- 
companied by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in 
part.  I (we)  hereby  transfer,  assign,  or 
otherwise  convey  all  copyright  ownership  to 
the  South  Carolina  Medical  Association  in 
the  event  that  this  work  is  published  by  the 
SCMA.” 

The  above  takes  into  account  The  Copyright  Re- 
vision Act  of  1976,  effective  January  1,  1978.  We 
request  authors  to  advise  the  editor  of  any  prior 
or  anticipated  duplication  of  their  work  in  other 
publications.  Submission  of  material  as  a “com- 
panion article”  to  material  submitted  elsewhere 
is  discouraged. 

PRIORITY  FOR  PUBLICATION:  We  give 
priority  to  the  following  categories:  (1)  concise 
review  articles  of  clinical  topics;  (2)  case  reports 
and  other  original  observations  by  practicing 
physicians;  (3)  articles  devoted  to  social,  econom- 
ic, or  ethical  topics;  and  (4)  information  from 
government  and  other  agencies  pertinent  to  the 
health  care  of  South  Carolinians. 

Of  lower  priority,  but  still  welcome  for  consid- 
eration, are  articles  in  the  following  categories: 
(1)  historical  or  philosophical  essays,  and  (2)  orig- 
inal scientific  investigations  of  a specialized  na- 
ture. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to 
review  manuscripts  promptly.  All  manuscripts 
will  be  reviewed  by  our  editorial  office,  and  when 
indicated  the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by 
members  of  the  South  Carolina  Medical  Associa- 
tion. 
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publisher  at  established  rates,  at  the  time  of  mail- 
ing of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2500  words  (approxi- 
mately 8 typewritten  pages,  double-spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Simi- 
larly, tables  and  illustrations  (see  below),  should 
be  kept  to  a minimum,  and  be  specific  and  perti- 
nent. 

MANUSCRIPTS:  These  should  be  typewritten, 
double-spaced,  and  on  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s),  au- 
thor’s address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  ap- 
pear on  subsequent  pages,  to  permit  “blind”  re- 
view of  the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black-and-white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  4 small  illustrations  or  ta- 
bles, or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  not  be  mounted, 
stapled,  or  clipped.  On  the  back  side  of  each 
illustration,  the  article  title,  figure  number,  and 
top  of  figure  (but  not  the  author)  should  be  noted 
lightly  in  pencil.  Legends  for  illustrations  should 
be  typed  on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Kaunitz 
and  Lindenbaum3  . . . We  recommend  no  more 
than  ten  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most  in- 
stances. When  an  extensive  bibliography  is  de- 
sired, this  can  be  accomplished  at  the  author’s 
expense  or  by  noting  that  “additional  references 
are  available  from  the  author  upon  request. 
Standard  journal  abbreviations  should  be  used, 
with  the  style  for  journal  articles  being  as  follows: 
3.  Kaunitz  JD,  Lindenbaum  J:  The  bio- 
availability of  folic  acid  added  to  wine. 
Ann  Intern  Med  87:  542-545,  1977. 
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ON  THE  COVER: 

RICHARD  EVANS  WYLIE,  M.D. 


Richard  Evans  Wylie,  M.D.,  was  President  of 
the  South  Carolina  Medical  Association  for  the 
years  1853  and  1854.  Dr.  Wylie  was  born  on 
Rocky  Creek  in  Chester  County,  November  10, 
1810.  He  was  the  eldest  son  of  Judge  Peter  Wylie 
and  Anna  Evans  Wylie.  As  a youth,  the  young 
Wylie  worked  on  his  father’s  farm  and  was 
schooled  in  the  neighborhood  until  he  was  ap- 
proximately 16  years  of  age.  He  had  a strong 
desire  to  receive  an  education  and  to  study 
medicine.  He  taught  in  the  local  schools  before 
and  after  beginning  the  study  of  medicine  as  a 
means  of  his  own  personal  support.  He  read 
medicine  with  Dr.  Ira  Scott  of  Chester,  and  it  is 
reported  that  he  walked  a distance  of  eight  miles 
daily  from  his  home  to  Dr.  Scott’s  office  to  re- 
ceive books  and  instruction.  He  later  attended 
the  Medical  College  of  South  Carolina  in 
Charleston,  and  was  graduated  with  high  distinc- 
tion in  the  class  of  1831-1832.  This  was  followed 
by  immediate  return  to  the  Lancaster  County 
area  in  which  he  commenced  his  practice  of 
medicine. 

Dr.  Wylie  married  Rachel  McCullough  on 
March  4,  1833.  Their  children  were  John  D. 
Wylie,  Peter  Wylie  and  Thomas  Wylie.  Peter 
Wylie  became  a physician.  Rachel  died  in  1858 
and  seven  years  later,  Dr.  Wylie  married  Mary 
Alice  Crawford. 

Dr.  Wylie’s  practice  was  extensive  and  he  was 
acknowledged  and  appreciated  by  his  communi- 


ty. With  the  few  instruments  available  to  him  at 
the  time,  Dr.  Wylie  developed  a reputation  for 
being  an  excellent  surgeon  and  performed  deli- 
cate operations  in  his  community  with  great  suc- 
cess. He  rose  to  the  head  ofhis  profession  in  both 
his  county  and  his  state.  He  was  elected  Presi- 
dent of  the  SCMA  for  two  consecutive  terms. 
During  his  tenure,  at  a time  when  only  39  mem- 
bers were  present  at  the  Annual  Meeting  (there 
were  an  estimated  900  to  1,000  doctors  in  South 
Carolina  at  that  time)  and  at  which  time  the 
Association’s  treasury  was  $250.00  in  debt,  Dr. 
Wylie  mustered  the  resources  and  leadership  to 
enact  into  law  through  an  “apathetic  Legislature’’ 
the  forerunner  of  our  present  State  Department 
of  Vital  Statistics.  The  Committee  which  de- 
veloped this  law  was  chaired  by  Dr.  Elias 
Horlbeck  (who  will  be  featured  on  the  cover  next 
month). 

Dr.  Wylie’s  death  came  November  14,  1875. 
He  had  been  a member  of  the  Masonic  Order  and 
of  the  Presbyterian  Church.  Two  of  Dr.  Wylie’s 
brothers  also  became  physicians.  They  were  Dr. 
William  Wylie  and  Dr.  Alexander  Wylie. 

Much  of  the  above  is  taken  from  an  obituary 
written  by  a contemporary  and  life-long  friend  of 
Dr.  Wylie’s,  a Mr.  George  Witherspoon.  As  in- 
formation on  Dr.  Wylie  is  sketchy,  the  reader- 
ship  is  encouraged  to  send  data  on  this  fine  physi- 
cian to  The  Waring  Historical  Library,  Medical 
University  of  South  Carolina,  Charleston  29403. 
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SYSTEMIC  AND  SUBCUTANEOUS  MYCOSES  IN 
SOUTH  CAROLINA:  A FIVE  YEAR  REVIEW* 


ANNE  ADAMS  TERRENI,  M.A. 
ARTHUR  F.  DiSALVO,  M.D. 


During  the  past  twenty-five  years,  the  interest 
in  human  mycotic  diseases  has  increased  primar- 
ily because  of  better  understanding  of  the 
epidemiology  of  these  diseases.  Sendees  for  the 
isolation  of  fungal  pathogens  are  also  more  read- 
ily available  from  laboratories  today.  In  addition, 
there  are  anti-fungal  drugs  which  may  cure  pa- 
tients who  in  the  past  would  have  succumbed  to 
the  systemic  mycoses  with  only  the  supportive 
therapy  then  available. 

Taylor  reviewed  the  pulmonary  mycoses  in  the 
Columbia  area  through  1967  and  reported  49 
cases  of  systemic  fungal  infections.1’  2 The  pur- 
pose of  this  report  is  to  present  the  results  of 
fungal  studies  performed  at  the  Bureau  of 
Laboratories,  South  Carolina  Department  of 
'Health  and  Environmental  Control,  for  the 
five-year  period  from  July  1,  1974  through  June 
30,  1979. 

MATERIALS 

The  table  presents  the  results  of  examinations 
performed  in  this  laboratory  on  7,300  specimens, 
some  of  which  were  cultures  submitted  for  iden- 
tification and  others  were  clinical  materials. 
Fungal  infections  are  frequently  grouped  as 
cutaneous,  subcutaneous  and  systemic  diseases. 


* From  the  Bureau  of  Laboratories,  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control,  Box  2202, 
Columbia,  S.  C.  29202. 


The  yeast  infections  are  often  considered  sepa- 
rately, because  the  causative  agents  may  be 
found  in  human  beings  without  producing  dis- 
ease. This  report  will  discuss  only  the  non- 
dermatophytic  cutaneous,  subcutaneous  and  sys- 
temic mycoses  caused  by  the  filamentous  and 
dimorphic  fungi  and  Cryptococcus  neoformans. 

Although  multiple  specimens  are  frequently 
submitted,  often  over  a period  of  several  years, 
each  patient  is  accounted  for  only  once  in  the 
Table.  In  some  instances  the  physician  may  not 
have  considered  the  isolate  to  be  the  etiologic 
agent  of  the  patient  s disease.  However,  for  the 
purpose  of  this  paper,  potential  pathogens  are 
considered  as  pathogens. 

RESULTS  AND  DISCUSSION 

Results  are  summarized  in  the  Table.  The  total 
number  of  specimens  submitted  averaged  1,500 
per  year  and  the  number  of  pathogens  isolated 
remained  constant  at  40  or  50  per  year.  Each 
diagnosis  in  this  report  is  based  solely  on  the 
isolation  and  identification  of  the  pathogenic  fun- 
gus. 

Norcardia  asteroides,  the  most  commonly  iso- 
lated species  of  the  genus,  is  frequently  found  in 
soil  and  usually  enters  the  body  by  inhalation  to 
produce  primary  pulmonary  nocardiosis  which 
resembles  tuberculosis  clinically  and  radiologi- 
cally.  The  organisms  may  subsequently  be  in- 
gested with  sputum  and  produce  lesions  of  the 
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NON  DERMATOPHYTIC  MYCOTIC  AGENTS 
ISOLATED  FROM  7,300  SPECIMENS 


DISEASE 

SPECIES 

1975 

FISCAL  YEAR 
1976  1977 

1978 

1979 

TOTAL 

Percent  of 
Positive  Cultures 

Nocardiosis 

Nocardia  asteroides 

18 

28 

23 

24 

24 

117 

48 

Aspergillosis 

Aspergillus  fumigatus 

7 

5 

11 

9 

11 

43 

18 

Cryptococcosis 

Cryptococcus  neof ormans 

8 

7 

6 

10 

7 

38 

16 

Sporotrichosis 

Sporothrix  schenkii 

3 

1 

3 

4 

2 

13 

5 

Histoplasmosis 

Histoplasma  capsulatum 

4 

1 

3 

1 

2 

11 

4 

Nocardiosis 

Nocardia  brasiliensis 

0 

1 

0 

5 

2 

8 

3 

Allescheriosis 

Petriellidium  boydii 

1 

0 

2 

0 

2 

5 

2 

Maduromycosis 

Actinomadura  madurae 

1 

0 

0 

1 

2 

4 

2 

Coccidioidomycosis 

Coccidioides  immitis 

1 

2 

0 

0 

0 

3 

1 

Blastomycosis 

Blastomyces  dermatitidis 

1 

1 

1 

0 

0 

3 

1 

TOTAL 

44 

46 

49 

54 

52 

245 

100 

gastrointestinal  tract.  When  dissemination  oc- 
curs however,  it  is  usually  in  the  form  of  brain 
abscesses  and  cutaneous  and  subcutaneous  le- 
sions. 

It  is  recognized  that  N.  aster oides  is  usually 
seen  in  the  compromised  patient.  This  may  ex- 
plain why  most  of  the  isolates  come  from  sputum 
submitted  for  mycobacterial  culture  and  fre- 
quently from  patients  known  to  have  tuber- 
culosis but  on  whom  fungal  studies  have  not  been 
requested.  However,  it  undoubtedly  can  cause 
serious  and  fatal  diseases.3 

Although  93%  of  the  117  isolates  of  this  or- 
ganism were  from  sputum,  this  species  was  also 
isolated  once  from  each  of  the  following  sources: 
lesions  of  the  groin,  arm,  pituitary  gland,  eye  and 
axillary  lymph  node. 

An  experimental  serological  test  is  available  for 
nocardiosis. 

Many  species  of  Aspergilli  may  cause  allergies, 
but  the  one  most  frequently  recognized  as  a sys- 
temic pathogen  is  Aspergillus  fumigatus.  The  or- 
ganism is  widespread  in  nature  and  in  house  dust 
so  the  spores  of  this  fungus  are  easily  inhaled  or 
may  enter  other  susceptible  tissues.  A.  fumiga- 
tus comprised  18%  of  the  fungal  pathogens  re- 
ported here. 
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Allergic  individuals  or  compromised  patients 
are  more  susceptible  to  the  organism,  which 
most  frequently  produces  pulmonary  aspergil- 
losis. However,  as  an  opportunistic  fungus  this 
organism  may  produce  disease  in  almost  any 
organ  once  it  gains  entrance.  The  majority  of 
isolates  of  A.  fumigatus  reported  here  were  from 
the  respiratory  tract;  however,  there  were  also 
isolates  from  a scalene  node,  an  ear,  cerebrospi- 
nal fluid  and  an  eye. 

Nosocomial  aspergillosis  has  been  observed  in 
several  hospitals.  In  one  instance,  the  organisms 
were  present  in  dust  above  the  ceiling  of  a renal 
transplant  ward.  Two  patients  in  the  ward  de- 
veloped pulmonary  aspergillosis,  while  a third 
patient  had  respiratory  tract  colonization  by  A. 
fumigatus. 4 

Because  of  the  ubiquitous  nature  of  Aspergilli, 
isolation  from  respiratory  specimens  is  of  doubt- 
ful significance  unless  there  are  characteristic 
fungal  elements  present  in  the  clinical  material, 
there  is  more  than  one  colony  isolated,  or  there 
are  repeated  isolations  of  the  organism.  The  fun- 
gus may  be  seen  on  direct  examination  of  tissue 
and  exudates  and  is  easily  cultured  from  infected 
tissues. 

Serological  tests  are  available  for  the  three 
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most  common  pathogenic  species  of  Aspergilli 
(A.  fumigatus,  A.  flavus,  and  A.  niger).  A posi- 
tive reaction  may  be  indicative  of  infection,  espe- 
cially if  there  is  a correlation  between  the  cul- 
tures and  serology.  A direct  fluorescent  antibody 
test  is  available  to  identify  Aspergillus  spp.  in 
histological  material. 

Cryptococcus  neof ormans , the  causative  agent 
of  the  most  common  mycosis  in  South  Carolina,1 
comprised  16%  of  the  mycotic  agents  isolated.  C. 
neoformans  occurs  frequently  in  pigeon  drop- 
pings and  may  survive  for  long  periods  of  time  in 
pigeon  roosts,  particularly  those  sites  which  are 
shady  and  humid.  This  laboratory  has  recovered 
cryptococci  from  pigeon  droppings  collected  in 
various  locations  of  the  state. 

Cryptococcosis  is  usually  caused  by  inhalation 
of  the  organism.  The  primary  respiratory  infec- 
tion is  often  asymptomatic  and  usually  resolves 
spontaneously,  though  it  may  progress  and  dis- 
seminate to  produce  a generalized  infection. 
Cryptococcosis  occurs  most  commonly,  how- 
ever, in  patients  who  have  debilitating  diseases 
or  who  are  compromised  by  immunosuppressive 
drugs.  In  these  patients  the  primary'  infection  is 
also  pulmonary,  but  the  disease  process  is  more 
serious  and  dissemination  more  likely'. 

When  the  disease  progresses  any  organ  may  be 
involved,  but  there  is  a predilection  for  the  cen- 
tral nerv  ous  system.  The  presence  of  spherical, 
encapsulated  yeasts  in  spinal  fluid  may  give  a 
presumptive  diagnosis  of  cryptococcosis,  but 
yeasts  other  than  C.  neoformans  may  be  encapsu- 
lated. The  organism  must  be  isolated  and  iden- 
tified biochemically  in  order  to  establish  a defini- 
tive diagnosis.  It  should  also  be  noted  that  all 
isolates  of  C.  neoformans  are  not  encapsulated. 
The  organism  is  readily  isolated  from  clinical 
materials. 

The  Bureau  of  Laboratories  provides  two 
serological  tests  for  cryptococcosis.  An  indirect 
fluorescent  antibody'  (IFA)  test  measures  anti- 
body' to  C.  neoformans  in  serum.  A test  for  cryp- 
tococcal  antigen  (cryptococcus  latex  agglutina- 
tion test)  is  also  available  and  may  be  applied  to 
any  body'  fluid  including  serum,  cerebrospinal 
fluid,  urine  and  thoracentesis  fluid.  A declining 
cryptococcal  antigen  titer  indicates  a good  prog- 
nosis for  the  patient. 

A direct  fluorescent  antibody7  (FA)  test  is  avail- 
able to  identify-  C.  neoformans  in  culture  or  his- 
tological material. 


Sporothrix  schenhii  occurs  in  nature  on  vegeta- 
tion and  in  soil.  The  disease  sporotrichosis  is 
produced  by  the  introduction  of  the  organism 
into  the  cutaneous  or  subcutaneous  tissues  by- 
trauma  or  by  inhalation  of  spores  into  the  lungs. 

The  disease  is  primarily  one  of  cutaneous  and 
subcutaneous  tissues  and  characteristically  be- 
gins with  a lesion  on  the  hand  or  fingers.  A small 
nodule  forms  which  becomes  erythematous  and 
tender  and  eventually  ulcerates.  Lymphadenop- 
athy-  develops  from  the  infected  area  and,  after  a 
period  of  time  (weeks  or  months),  a chain  of 
nodules  forms,  connected  by  a hard  cord  of  indu- 
rated lymphatics.  The  first  nodules  may-  suppu- 
rate and  drain  if  the  disease  is  allowed  to  prog- 
ress. 

Fixed  cutaneous  sporotrichosis,  in  which  the 
disease  remains  localized  and  does  not  involve 
the  lymphatics,  occurs  in  about  one  fourth  of  the 
cases.  Pulmonary  sporotrichosis  is  not  uncom- 
mon and  is  being  recognized  more  frequently. 

S.  schenhii  is  cultured  from  the  seropurulent 
discharge  of  the  subcutaneous  lesions  or  from 
other  infected  tissues,  sputum  or  bronchial  wash- 
ings. During  the  period  reported  here,  there 
were  13  isolates  of  S.  schenhii,  the  source  not 
clearly  specified  in  all.  It  is  interesting  to  note 
that  two  of  the  infections  were  on  the  forehead. 

A serological  test  for  sporotrichosis  and  a direct 
fluorescent  antibody  (FA)  test  to  identify-  this 
organism  in  histological  sections  or  culture  is 
available  from  the  Bureau  of  Laboratories. 

Histoplasma  capsulation  is  a fungal  pathogen 
commonly  found  in  soil  throughout  the  world 
and  in  particular  from  blackbird  roosts,  chicken 
houses  and  bat  caves.  In  the  mid-western  United 
States,  infection  is  very  common  resulting  from 
inhalation  of  the  spores  and  about  95%  of  the 
population  in  these  areas  has  subelinical  disease. 
However,  the  infection  may  progress  to  produce 
a chronic  disease  clinically  similar  to  tuber- 
culosis, or  it  may  disseminate  to  any'  part  of  the 
bodv  with  a predilection  for  the  reticuloendothe- 
lial system. 

Histoplasmosis  is  seen  in  South  Carolina  with  a 
certain  regularity  and  in  this  study  the  etiological 
agent  was  isolated  from  11  patients.  The  or- 
ganism is  known  to  be  endemic  in  the  state  and 
has  been  isolated  from  nature  several  times  by 
this  laboratory.  During  the  investigation  of  an 
outbreak  of  histoplasmosis  in  the  northwestern 
portion  of  South  Carolina,  27.3%  of  the  popula- 
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tion  studied  showed  a sensitivity  to  histoplas- 
min.5 

At  least  two  of  the  cases  reported  here  were 
patients  who  had  pulmonary  tuberculosis  as  well 
as  histoplasmosis.  The  fungus  is  in  some  cases  a 
primary  pathogen,  but  in  others  it  may  act  as  an 
opportunist,  causing  disease  in  debilitated  indi- 
viduals.6 

The  organisms  may  be  cultured  from  sputum, 
infected  tissues  or  exudates.  Specimens  should 
be  submitted  to  the  laboratory  as  soon  as  possible 
after  collection  to  increase  the  possibility  of  isola- 
tion. 

The  Bureau  of  Laboratories  offers  three 
serological  tests  to  aid  in  the  diagnosis  of  histo- 
plasmosis. The  latex  agglutination  test  is  positive 
early  in  the  course  of  illness,  but  may  produce 
some  false  positive  reactions.  The  immunodiffu- 
sion test  is  highly  specific,  but  becomes  positive 
three  or  four  weeks  after  onset  of  illness.  The 
complement  fixation  test  becomes  positive  two  to 
three  months  after  onset  of  illness  and  may  cross 
react  with  other  mycotic  diseases.  The  advantage 
of  the  latter  test  is  that  it  is  quantitative.  An 
increasing  titer,  in  the  absence  of  a culture  or  the 
histological  demonstration  of  the  organism,  is 
strong  evidence  for  a diagnosis  of  histoplasmosis 
and  a declining  titer  is  evidence  of  therapeutic 
efficacy. 

A direct  fluorescent  antibody  (FA)  test  is  avail- 
able to  aid  in  the  identification  off/,  capsulatum 
in  tissue. 

Mycetoma,  or  maduromycosis,  is  a disease 
characterized  by  the  formation  of  tumefactions 
containing  draining  sinuses,  usually  on  the  ex- 
tremities. The  causative  agents  are  found  in  small 
colonies,  known  as  grains,  in  the  drainage  from 
the  sinuses  or  in  the  walls  of  the  sinus  tracts.  The 
disease  is  slowly  progressive  and  chronic  and 
eventually  produces  gross  deformities. 

This  disease  may  be  caused  by  several  differ- 
ent fungi,  four  of  which  are  reported  in  the  table: 
Nocardia  asteroides,  Nocardia  brasiliensis,  Pet- 
riellidium  boydii  and  Actinomadura  madurae. 
However,  none  of  the  isolates  reported  here 
were  from  a mycetoma,  but  were  present  as  inci- 
dental contaminants  or  as  part  of  a different 
pathological  process.  P.  boydii  was  isolated  from 
the  respiratory  tract  in  four  patients.  One  of 
these  patients  had  a sinus  infection  which  was 
fatal  as  a result  of  dissemination  to  the  brain. 
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Serological  tests  and  direct  fluorescent  anti- 
body (FA)  staining  of  histological  material  are 
available  for  P.  boydii. 

Nocardia  brasiliensis,  like  N.  asteroides,  is 
found  in  soil.  However,  it  appears  that  nocar- 
diosis caused  by  this  species  most  often  involves 
the  subcutaneous  tissues  with  the  formation  of 
abscesses,  sinus  tracts  and  mycetomas.  Less  of- 
ten, it  may  produce  systemic  disease.  In  the  five 
years  covered  by  this  report,  N.  brasiliensis  has 
been  identified  eight  times,  seven  of  which  were 
within  the  past  two  years.  In  all  cases,  this  or- 
ganism was  isolated  from  wounds  or  abscesses  of 
the  subcutaneous  tissue.  This  form  of  nocar- 
diosis, caused  by  N.  brasiliensis,  is  being  recog- 
nized more  frequently  in  the  United  States. ' 

Actinomadura  madurae  was  isolated  from  the 
respiratory  tract  of  three  patients  in  this  report. 
The  significance  of  this  organism  in  the  respirato- 
ry tract  is  still  unknown.  Repeated  isolation  of  the 
same  organism,  however,  would  warrant  more 
serious  consideration  of  the  clinical  significance 
of  the  isolates. 

Coccidioidomycosis  is  a well  known  disease, 
endemic  in  arid  climates  of  the  western  and 
southwestern  United  States.  The  etiologic  agent 
is  Coccidioides  immitis,  a primary  pathogen.  It  is 
present  in  the  soil  and  the  highly  infectious 
spores,  being  readily  airborne,  are  inhaled. 
Though  a great  number  of  individuals  in  the  en- 
demic areas  evidently  have  subclinical  or  mild 
pulmonary  disease,  the  infection  may  progress  to 
a severe,  fulminating  or  chronic  disease.  The 
dark-skinned  races  (Negro  and  Filipino)  have  a 
marked  susceptibility  to  dissemination. 

C.  immitis  was  isolated  from  three  patients  at  a 
military  hospital  in  the  state.  While  coc- 
cidioidomycosis is  not  endemic  to  South  Caro- 
lina, frequent  travel  for  business,  school  and 
tourism  makes  it  necessary  to  include  coc- 
cidioidomycosis in  tlie  differential  diagnosis  of 
any  respiratory  disease  when  circumstances  war- 
rant. Currently,  there  is  a patient  in  South  Caro- 
lina with  this  disease  (not  included  in  this  report) 
— a non-military  individual  who  was  in  the  en- 
demic area  several  years  ago.  Taylor  reported  the 
disease  in  a patient  who  had  never  been  out  of 
South  Carolina.2  It  has  been  suggested  that  coc- 
cidioidomycosis may  be  an  occupational  disease 
among  workers  in  textile  mills  where  cotton 
shipped  from  the  endemic  area  may  act  as  a 
formite  for  the  spores.8 
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The  organism  may  be  observed  in  tissues  and 
exudates  and  cultured  in  the  laboratory.  Serolog- 
ical tests  and  direct  fluorescent  antibody  l FA 
examinations  of  histological  sections  for  coc- 
cidioidomycosis are  available  at  the  Bureau  of 
Laboratories. 

Blastomyces  dermatitidis  is  a pathogenic  fun- 
gus which  has  infrequently  been  isolated  from 
nature,  but  its  ecological  niche  is  not  clear.  The 
disease  blastomycosis  is  found  mostly  in  areas  of 
the  eastern  United  States,  but  it  has  been  re- 
ported from  Europe  and  Africa. 

The  primary  infection  is  a respiratory  disease 
resembling  pulmonary  tuberculosis  or  histo- 
plasmosis. It  may  disseminate  to  other  parts  of 
the  body  and  produce  systemic  disease  involving 
most  commonly  the  skin,  the  bones  and  the 
genitourinary  system.  Cutaneous  blastomycosis 
produces  characteristic  ulcerations  which,  as 
they  progress,  heal  in  the  center  with  scarring, 
but  form  raised,  granulomatous  borders  contain- 
ing small  abscesses.  The  cutaneous  and  osseous 
forms  of  the  disease  may  be  very  disfiguring. 

Blastomycosis  is  not  seen  frequently  in  South 
Carolina:  only  three  cases  occurred  during  the 
five  years  covered  by  this  report.  However,  it  has 
been  diagnosed  in  South  Carolina  in  the  past--  9 
and  at  present  we  have  an  additional  isolate  not 
presented  in  this  report.  The  laboratory  has  also 
isolated  the  organism  from  three  pet  dogs  within 
the  study  period  from  Pickens.  Newberry  and 
Anderson  counties  . 

Serological  tests  for  infection  with  B.  der- 
matitidis and  a direct  fluorescent  antibody  FA 
test  for  cultures  and  histological  preparations  are 
available  at  the  Bureau  of  Laboratories. 

COMMENT 

Though  mycotic  diseases  are  reportable  to  the 
state  epidemiologist,  disease  reporting  is  ex- 
tremely poor.  Less  than  1091  of  South  Carolina 
physicians  report  diseases,10  so  the  incidence  of 
mycoses  in  the  state  cannot  be  determined  with 
certainty.  Also,  it  is  frequently  difficult  to  assess 
the  clinical  significance  of  isolates  obtained  in 
this  laboratory  due  to  incomplete  information 
sent  with  the  specimen.  For  example,  of  38  iso- 
lates of  C.  neofonnans , 2091  of  the  specimens 


were  from  cerebrospinal  fluid.  5091  from  the  re- 
spiratory tract,  but  30%  had  no  source  specified. 
It  can  be  clearly  seen  that  sufficient  data  is  lack- 
ing for  a significant  number  of  isolates.  It  is  not 
feasible  for  this  laboratory  to  call  or  write  for  the 
sources  of  3091  of  the  specimens  received.  Con- 
versely, it  would  be  very  simple  to  include  the 
clinical  information  when  completing  the  re- 
quest form  submitted  with  the  specimen. 

.Although  the  systemic  and  subcutaneous  fun- 
gal diseases  are  not  common,  the  frequency  with 
which  these  agents  have  been  isolated  in  this 
laboratory  indicates  that  mycotic  pathogens  may- 
be a more  significant  cause  of  morbidity  and  mor- 
tality than  has  been  suspected.  It  must  be  em- 
phasized that  the  cases  reported  in  this  study  are 
only  an  indication  of  the  mycotic  infections  in  the 
state.  A certain  number  of  mycoses  are  diagnosed 
at  other  institutions  and  other  infections  are  un- 
doubtedly diagnosed  outside  of  the  state,  while 
an  unknown  number  may  remain  undetected  al- 
together. 

It  is  the  purpose  of  this  report  to  alert  South 
Carolina  physicians  to  consider  the  mycotic  in- 
fections in  the  appropriate  differential  diagnosis, 
and  to  report  these  diseases  to  the  state  epidemi- 
ologist. □ 
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"NOW  MY  BIISINESS^^V 
IS  AS  GOOD  AS  MY  PRACTICE 


I'm  a physician.  But  I'm  also 
a business  man.  That's  why 
our  clinic  has  a business 
manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  process- 
ing. With  BASMED  we  do  little 
more  than  enter  the  name,  date, 
and  procedure  for  each  patient. 
BASMED  fills  in  the  rest  from 
its  vast  electronic  files.  It  prints 
the  forms  for  the  right  insurance 
companies,  ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 


Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 
7334  chapel  hill  road 
' raleigh,  n'.'c.' ' 27607 ' ' (919)  851 -8512 ' 


THE  FACE  LIFT  — A MISNOMER 


CARTER  P.  MAGUIRE,  M.D.* 

Face  lift  is  not  an  accurate  descriptive  term. 
There  is  very  little  “lifting’  done  during  this 
operation  which  is  known  medically  as  rhytidec- 
tomy.  More  attention  is  directed  to  a tightening 
of  the  fascial  and  muscular  layers  of  the  cheek  and 
neck  and  appropriate  removal  and  tightening  of 
the  skin  of  the  cheeks,  jaw  and  neck.  It  is  fre- 
quently indicated  for  a lasting  result  to  remove 
the  medical  edge  of  the  platysma  muscle  by  way 
of  a small  submental  incision.  This  corrects  the 
stranding  so  often  seen  under  the  chin  and  down 
the  mid-line  of  the  neck.  Complete  division  of 
the  lower  portion  of  the  platysma  muscle  and 
subsequent  suturing  of  the  posterior  edge  of  this 
muscle  to  the  sterno  mastoid  muscle  produces  a 
tight  and  more  lasting  sling  across  the  anterior 
neck. 

RELATED  PROCEDURES 

1.  Blepheroplasty  — the  aging  process  of  the 
face  usually  involves  the  tissues  of  the  eyelids 
in  the  form  of  extra  wrinkles  and  sometimes 
hanging  folds  of  skin.  There  are  frequently 
eyelid  “bags’  which  represent  weakness  in 
the  septum  orbitale  with  subsequent  bulging 
of  the  orbital  fat  into  the  eyelid. 

2.  Perioral  and  forehead  wrinkling  — this  condi- 
tion is  usually  present  in  these  patients  and  a 
rhytidectomy  does  nothing  to  help.  Unless 
there  is  an  associated  ptosis  of  the  brows  a 
forehead  lift  is  not  indicated. 

3.  Rhinoplasty  — aging  also  changes  the  shape  of 
the  nose  and  usually  for  the  worse.  With  age, 
the  female  nose  frequently  becomes  thin  and 
the  tip  tends  to  droop. 

OPTIONS 

1.  Full  Rhytidectomy  — this  would  include 
rhytidectomy  with  submental  dissection, 
submandibular  cleanout  of  ptosed  fat  (jowls), 
creation  of  platysma  sling,  quadralateral 
blepheroplasty',  orbital  herniorraphy,  and  fi- 
nally, chemosurgery  of  the  forehead  and 
perioral  regions  (four  and  one  half  hours,  local 
anesthesia,  two  days  in  the  hospital). 


* 134  Rutledge  Avenue.  Charleston,  S.  C.  29403. 


2.  “M  ini”  face  lift  — frequently  women  are 
knowledgeable  and  know  exactly  what  they 
want  done  to  their  faces.  Their  eyes  don’t 
bother  them  and  neither  do  the  wrinkles  of 
the  forehead  and  the  lip.  They  simply  want  a 
tuck  taken  to  tighten  things  up  a little  (one  and 
one  half  hours  — local  anesthesia — usually  in 
and  out  hospitalization). 

3.  Finally,  there  is  any  combination  of  these 
procedures  in  accordance  with  the  desires  of 
the  patient  and  the  feelings  of  the  surgeon. 

Blepheroplasty  with  orbital  herniorraphy, 

chemosurgery  and  rhinoplasty  will  be  discussed 
in  more  depth  in  subsequent  papers. 

CASE  REPORT 

This  white  female  (Fig.  1 A & B)  was  admitted 
to  Baker  Memorial  Hospital  at  6 a.m.  on  Novem- 
ber 21,  1978  (thus  saving  her  one  day  hospital 
cost).  She  was  premedicated  and  operated  on  at  8 

а. m.  under  local  anesthesia.  Surgery  took  three 
hours  and  thirty  minutes  and  the  following  w as 
accomplished: 

1.  Rhytidectomy. 

2.  Submental  dissection  of  the  platysma  strands 
and  submental  fat. 

3.  Submandibular  cleanout  of  jowi  fat. 

4.  Construction  of  platysma  sling. 

5.  Tightening  and  removal  and  tailoring  of  skin 
of  cheek  and  neck  (scars  placed  against  front  of 
ear  and  behind  ear  and  along  the  hairline  on 
the  neck,  in  concealed  location). 

б.  Quadralateral  blepheroplasty  and  orbital 
herniorraphy. 

7.  Perioral  and  forehead  chemosurgery. 

The  day  following  surgery,  the  eye  dressing 
was  removed  and  the  lids  cleaned.  There  wTas 
swelling  but  the  patient  w7as  able  to  see  well 
enough  for  ambulation.  The  head  dressing  w'as 
split  under  the  chin  and  the  cheek  and  neck  flaps 
wrere  found  to  be  free  of  hematoma.  The  head 
dressing  was  reapplied  and  she  was  discharged  to 
stay  with  friends  locally  until  the  sutures  w'ere 
removed  in  seven  to  ten  days. 

The  eyelid,  cheek  and  submandibular  sutures 
are  removed  in  five  days.  The  patient  is  allowed 
to  shampoo  the  hair  and  use  soap  and  w ater  to 
cleanse  the  face.  The  chemically  treated  areas 
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take  seven  days  to  heal.  At  ten  (sometimes  four- 
teen days)  the  remaining  sutures  above  and  be- 
hind the  ears  are  removed  and  the  patient  is 
allowed  to  begin  using  makeup.  At  this  point  (two 
weeks  postoperative)  the  patient  is  ready  to  be 
seen  in  public.  Most  authorities  agree,  however, 
that  a year  must  pass  before  one  sees  the  finished 
result.  (Fig.  1 C & D).  □ 
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Prenatal  diagnosis  during  the  midtrimester  of 
pregnancy  has  become  an  accepted  practice  for 
the  detection  and  prevention  of  certain  severe 
congenital  abnormalities  and  hereditary  dis- 
eases. The  components  of  prenatal  diagnosis  in- 
clude amniocentesis,  ultrasound  inspection  of 
the  fetus,  analysis  of  the  amniotic  fluid  or  amniot- 
ic  fluid  cells  for  biochemical  or  chromosome 
aberrations,  and  counseling.  The  safety  and  re- 
liability of  the  prenatal  diagnosis  techniques  have 
been  well  demonstrated  in  collaborative  studies 
from  several  countries.1’  2-  3 It  is  estimated  that 

40.000  amniocenteses  have  been  performed  in 
the  United  States  since  the  late  1960’s,  with  over 

15.000  performed  nationwide  in  1978. 4 

In  South  Carolina,  the  first  successful  am- 
niocentesis for  prenatal  genetic  diagnosis  was 
performed  by  Dr.  Ed  Horger  at  the  Medical 
University  of  South  Carolina  in  October,  1972. 
Thereafter,  amniocentesis  was  performed  on  a 
limited  scale  until  1976  when  amniotic  fluid 
analysis  became  available  at  the  three  regional 
genetic  centers  in  the  state  — Greenwood  Ge- 
netic Center  (Greenwood),  Medical  University 
of  South  Carolina  (Charleston)  and  the  Univer- 
sity of  South  Carolina  School  of  Medicine  (Co- 
lumbia). Utilization  of  this  preventive  technique 


* Address  correspondence  to:  Dr.  Robert  A.  Saul, 
Greenwood  Genetic  Center,  1020  Spring  Street  at  El- 
lenberg,  Greenwood,  S.  C.  29646. 

**  Greenwood  Genetic  Center 

***  Section  of  Clinical  Genetics,  Department  of  Oral 
Medicine,  College  of  Dental  Medicine,  Medical  Uni- 
versity of  South  Carolina,  171  Ashley  Avenue,  Charles- 
ton, S.  C.  29403. 

****  Department  of  Obstetrics  and  Gynecology,  University 
of  South  Carolina  School  of  Medicine,  Suite  302,  3321 
Medical  Park  Road,  Columbia,  S.  C.  29203. 


has  continued  to  increase  with  over  300  am- 
niocenteses anticipated  during  1980. 

RESULTS 

Six  hundred  forty-four  (644)  amniotic  fluid 
studies  were  initiated  from  1976  to  1979  in  South 
Carolina  (Table  1).  The  majority  (71%)  were  per- 
formed because  of  advanced  maternal  age  (35 
years  of  age  or  older).  Less  common  indications 
included  previous  affected  offspring,  a positive 
family  history,  and  various  other  problems  (a 
history  of  repeated  fetal  wastage,  maternal  anxi- 
ety, or  teratogen  exposure).  An  abnormality 
(ehromosal,  metabolic  or  X-linked  condition)  was 
detected  in  three  percent  of  the  cases,  a fre- 
quency comparable  to  that  found  in  other 
studies.4  No  neural  tube  abnormalities  were  de- 
tected. 

A list  of  complications  is  not  included  in  Table 
1 but  is  available  upon  request.  Culture  failures 
represent  the  most  common  complication.  The 
frequency  of  culture  failures  has  steadily  de- 
creased from  14  in  1976-1977  to  3 in  1979.  Even 
when  culture  failure  occurs,  repeat  studies  can 
be  performed  with  relative  ease.  Prenatal  diag- 
nosis could  not  be  completed  because  of  culture 
failures  in  11  of  the  644  attempts  (1.7%).  In  1977, 
there  was  an  undiagnosed  set  of  twins  after  ul- 
trasound for  which  only  one  amniotic  sac  was 
tested,  and  in  1979,  both  fetuses  of  one  set  of 
twins  were  successfully  tested  without  incident. 
Brown  amniotic  fluid  was  obtained  once,  indicat- 
ing fetal  demise.  One  possible  incorrect  diag- 
nosis occurred  when  an  unbalanced  chromosom- 
al translocation  detected  prenatallv  could  not  be 
confirmed  by  karyotype  of  the  fetus  after  preg- 
nancy termination. 
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TABLE  1 


AMNIOCENTESIS  RESULTS  IN  SOUTH  CAROLINA,  1976-1979j 

1976-1977  1978  1979 

TOTAL 

STUDIES  DONE** 

170 

173 

301 

644 

Indications 

Maternal  Age 

111 

124 

225 

460 

Previous  affected  offspring 

45 

36 

42 

123 

Chromosomal 

(18) 

(9) 

(13) 

(40) 

NTD* 

(22) 

(23) 

(24) 

(69) 

Metabolic 

(2) 

(1) 

(1) 

(4) 

X-linked 

(0) 

(1) 

(0) 

(1) 

Other 

(3) 

(2) 

(4) 

(9) 

Positive  family  history 

10 

4 

21 

35 

Chromosomal 

(4) 

(3) 

(12) 

(19) 

NTD 

(1) 

(0) 

(3) 

(4) 

Metabolic 

(1) 

(0) 

(1) 

(2) 

X-linked 

(3) 

(1) 

(5) 

(9) 

Other 

(1) 

(0) 

(0) 

(1) 

Other 

4 

9 

11 

24 

Results 

Normal 

156 

167 

290 

613 

Abnormal 

4 

6 

9 

19 

Chromosomal 

Autosomal 

(3) 

(3) 

(3) 

(9) 

X-Y 

(0) 

(2) 

(2) 

(4) 

NTD 

(0) 

(0) 

(0) 

(0) 

Metabolic 

(1) 

(1) 

(0) 

(2) 

“X-linked”f 

(0) 

(0) 

(4) 

(4) 

t Complete  data  available  upon  request 
**  Includes  culture  failures  and  incomplete  studies 

* NTD  — neural  tube  defect 
f Male  fetus  identified 


DISCUSSION 

As  the  technique  of  amniocentesis  and  pre- 
natal diagnosis  becomes  more  widely  practiced, 
we  can  anticipate  greater  utilization  of  genetic 
services  in  South  Carolina.  Nationwide,  only  5 to 
6 percent  of  the  high  risk  pregnancies  which 
might  appropriately  be  tested  for  defects  in  the 
fetus  are  tested.4  In  South  Carolina,  approxi- 
mately 10  percent  of  such  pregnancies  are  tested 
currently.  Utilization  of  this  preventive  service 
depends  on  education  of  the  general  public  and 
the  primary  care  health  providers.  The  physi- 
cians involved  (most  commonly  family  prac- 
titioners, obstetricians,  internists,  and  pediatri- 
cians) need  to  be  aware  of  the  current  indications 
for  amniocentesis  and  the  availability  of  prenatal 
diagnostic  services.  No  physicians  are  exempt 
from  seeing  patients  with  genetic  diseases  that 
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might  benefit  from  prenatal  diagnosis.  The  cur- 
rent indications  for  amniocentesis  are  as  follows: 

1.  Chromosomal  abnormalities.  Approxi- 
mately eighty-five  percent  of  amniocenteses  are 
performed  for  this  reason,  with  the  majority  per- 
formed because  of  increased  maternal  age  (35 
years  of  age  or  older).  The  occurrence  of  a previ- 
ous child  or  other  relative  with  a chromosome 
abnormality,  multiple  abortions  (three  or  more) 
and  a child  with  multiple  congenital  anomalies 
(not  studied  by  chromosome  analysis)  are  further 
indications  for  amniocentesis  and  chromosome 
analysis. 

2.  Neural  tube  defects  ( anencephaly , myelo- 
meningocele and  associated  hydrocephalus).  The 
combined  use  of  ultrasound  and  the  alpha- 
fetoprotein  level  in  amniotic  fluid  now  permits 
the  identification  of  both  open  and  closed  neural 
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tube  defects.  High  risk  pregnancies  maybe  iden- 
tified if  the  couple  has  had  a previously  affected 
child  or  other  close  relative. 

3.  Metabolic  disorders.  Up  to  75  inborn  errors 
of  metabolism  are  potentially  detectable  in  utero 
with  more  than  40  prenatally  detected  so  far.  The 
risk  of  a fetus  having  one  of  these  recessive  disor- 
ders may  come  to  light  after  identification  of  a 
previously  affected  child,  or  may  be  anticipated 
because  of  carrier  testing  in  the  parents.  If  suc- 
cessful analysis  of  the  amniotic  fluid  is  to  be  done, 
the  suspected  disorder  must  be  specifically  diag- 
nosed prior  to  attempting  prenatal  diagnosis. 

4.  X-linked  disorders.  While  disorders  like 
hemophilia  and  Duchenne  muscular  dystrophy 
are  not  currently  detectable  by  amniotic  fluid 
analysis,  the  magnitude  of  the  risk  can  be  given 
after  determining  the  sex  of  the  fetus.  When  a 
male  fetus  is  identified,  the  family  can  be  in- 
formed of  the  50%  risk  that  the  fetus  is  affected.  A 
female  fetus  would  not  be  affected  but  would 
have  a 50%  chance  of  being  a carrier. 


It  has  become  the  responsibility  of  the  primary 
care  physician  to  be  aware  of  the  increasing  scope 
of  problems  diagnosable  by  prenatal  diagnosis. 
Even  knowing  the  general  indications  listed 
above,  the  busy  practitioner  may  desire  further 
help  in  determining  the  magnitude  of  the  risk 
that  faces  a given  pregnancy.  The  NTH  consensus 
report  published  a sample  questionnaire  (Table 
2)  that  physicians  can  use  early  in  pregnancy  for 
identification  of  these  patients.  Any  “yes”  answer 
can  be  pursued  by  the  primary  physician  or  re- 
ferred to  the  nearest  genetic  clinic.  The  advan- 
tage to  such  a “checklist”  is  that  rare  conditions  of 
marked  reproductive  significance  may  be  ascer- 
tained and  appropriate  referral  instituted.  For 
example,  we  recently  saw  a family  (Figure)  in 
which  a pregnant  woman  (III-4)  reported  that  her 
nephew  (IY-1 ' had  Down  syndrome.  Chromo- 
some analysis  of  her  peripheral  lymphocytes 
showed  that  she  was  a carrier  of  a balanced 
chromosome  translocation.  This  finding  permit- 
ted more  specific  prenatal  counseling,  giving  her 


TABLE  2 

PRENATAL  DLYGNOSIS  SCREENING  QUESTIONS 


1.  Will  you  be  age  35  or  older  when  the  baby  is  due? 

2.  Have  you  or  the  baby’s  father  or  anyone  in  either  of  your  families  ever  had: 

□ YES 

O 

z 

□ 

a.  Down  syndrome  or  mongolism0 

□ YES 

□ NO 

b.  Spina  bifida  or  meningomyelocele  (open  spine)? 

□ YES 

□ NO 

c.  Hemophilia? 

□ YES 

□ NO 

d.  Muscular  dystrophy? 

3.  Have  you  or  the  baby’s  father  had  a child  born  dead  or  alive  with  a birth 

□ YES 

□ NO 

defect  not  listed  in  Question  2 above? 
If  Yes,  describe: 

□ YES 

□ NO 

4.  Do  you  or  the  baby’s  father  have  any  close  relatives  who  are  mentally  retarded?  □ YES  □ NO 

If  Yes,  list  cause  if  known:  

5.  Do  you  or  the  baby’s  father  or  close  relative  in  either  of  your  families  have  any 

inherited  genetic  or  chromosomal  disease  or  disorder  not  listed  above?  □ YES  []NO 

If  Y es,  describe:  

6.  Have  you,  or  the  spouse  of  this  baby’s  father  in  a previous  marriage,  had 
three  or  more  spontaneous  pregnancy  losses? 

7.  Do  you  or  the  baby’s  father  have  any  close  relatives  descended  from  Jewish 
people  who  lived  in  Eastern  Europe  (xAshkenazic  Jews)? 

If  Yes,  have  either  you  or  the  baby’s  father  been  screened  for  Tay-Sachs 
disease? 

If  Yes,  indicate  results  and  who  screened:  


8.  If  patient  or  her  spouse  are  Black  — 

Have  you  or  the  baby’s  father,  or  any  close  relative  been  screened  for  sickle 

cell  trait  and  found  to  be  positive?  □ YES  | | NO 


□ YES  □ NO 

□ YES  □ NO 

□ YES  ONO 
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FIGURE  LEGEND 

Pedigree  for  family  with  14/21  chromosome  translocation. 
Patient  HI-4  sought  genetic  services  because  of  her  affected 
nephew  (IV-1). 

an  empiric  risk  figure  of  about  12%  of  having  an 
affected  child  instead  of  a baseline  risk  of  less 
than  one  percent. 

Other  studies  have  shown  that  three  to  five 
percent  of  pregnancies  tested  will  have  an  ab- 
normal fetus  (including  male  fetuses  at  risk  for 
X-linked  disorders).* 1 2 3 4  The  experience  in  South 
Carolina  agrees  with  this  figure.  The  overwhelm- 
ing majority  of  pregnancies  screened  for  poten- 
tial problems  have  normal  results.  This  last  group 
of  patients  includes  many  families  who  would  not 
have  considered  more  offspring  without  prenatal 
diagnosis.  Our  follow-up  questionnaires  verify 
this.  A substantial  benefit  of  prenatal  diagnosis 
lies  in  the  reassurance  given  to  at-risk  families 
that  a specific  abnormality  was  not  detected  in 
the  fetus. 

Yet  the  personal,  social,  and  financial  impact  of 
abnormal  fetus  detection  would  alone  justify  the 
expense  involved  with  amniocentesis  and  pre- 
natal diagnosis.  Estimates  of  the  cost  of  100  am- 
niocenteses with  3 abnormal  results  are  approx- 
imately $65,000,  whereas,  the  cost  for  lifetime 
care  of  an  individual  with  a severe,  untreatable 
handicap  is  in  the  $500,000  range  (Table  3). 
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TABLE  3 

COST  vs.  BENEFIT  FOR  PRENATAL 
DIAGNOSIS 

(Based  on  100  tests  per  year  with 
detection  of  3 abnormal  results  — 
costs  estimated  from  current  figures) 


Amniocentesis 

Obstetrician $ 5,000 

Laboratory 45,000 

Ultrasound 7,000 

Counseling  5,000 

Abortion  . '. 3,000 

$65,000 


Lifetime  cost  for  custodial  care  of  each  individual 
with  severe  and  untreatable  handicap  — 
$500,000 


It  is  the  intent  of  the  three  regional  genetic 
centers  to  periodically  provide  collaborative  re- 
ports on  prenatal  diagnosis  and  other  appropriate 
subjects  for  the  physicians  of  South  Carolina. 
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ANTENATAL  DIAGNOSIS:  A PATIENT  SURVEY* 
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A significant  amount  of  illness,  suffering  and 
death  is  attributable  to  diseases  which  have  their 
origin  before  birth.  The  most  prevalent  condi- 
tions associated  with  severe  malformations  and 
mental  retardation  are  those  caused  by  chromo- 
somal and  metabolic  defects,  with  Down  Syn- 
drome leading  as  the  single  most  common  identi- 
fiable cause  of  mental  retardation.1  While  the 
risk  of  Down  Syndrome  is  approximately  one  in 
every  600  live  births,  it  is  more  meaningful  to 
relate  risk  to  maternal  age.  At  maternal  age  25 
years  the  risk  of  Down  Syndrome  is  one  in  every 
1205  live  births,  at  age  30  one  in  885,  at  age  35, 
one  in  365,  at  age  40  one  in  109,  and  at  age  45  one 
in  32. 2 

Down  Syndrome  is  prenatally  identifiable  by 
examination  of  fetal  cells  obtained  by  amniocen- 
tesis at  15-17  weeks  gestation.3  The  amniocen- 
tesis with  ultrasound  is  an  outpatient  procedure, 
requiring  little  more  than  an  hour  to  perform. 
However,  the  laboratory  study  requires  cell  cul- 
ture and  cytogenetic  analysis  which  takes  3-4 
weeks  to  complete.  Fetal  abnormalities  other 
than  Down  Syndrome  that  can  be  prenatally 
diagnosed  include  certain  biochemical  defects, 
open  neural  tube  defects  and  other  chromosome 
abnormalities.4  Fetal  sex  can  also  accurately  be 
determined  in  cases  involving  x-linked  disor- 
ders. 

Prenatal  diagnosis  utilizing  amniocentesis  has 
been  found  to  be  a safe  and  reliable  method  of 
investigation5  which  permits  the  diagnosis  of  cer- 
tain fetal  deviations  early  enough  during  the 
pregnancy  to  offer  the  choice  of  termination  in 
cases  of  positive  findings.  The  National  Institute 
of  Child  Health  and  Human  Development  study 


* From  the  Division  of  Maternal  and  Child  Care,  South 
Carolina  Department  ol  Health  and  Environmental  Con- 
trol, Columbia,  S.  C.;  and  the  Departments  of  Obstetrics 
and  Gynecology  and  Neuropsychiatry,  University  of 
South  Carolina  School  of  Medicine,  Columbia,  S.  C. 

**  Reprint  requests  to  Dr.  Young  at  the  Department  of 
Obstetrics  and  Gynecology,  Suite  302,  3321  Medical  Park 
Road,  Columbia,  S.  C.  29203. 


reports  an  overall  accuracy  rate  of  99. 4%5  Nor- 
mal pregnancies  can  be  saved  from  indiscrimi- 
nate termination  through  amniocentesis  and 
genetic  counseling,  and  numbers  of  at  risk 
couples  enter  into  pregnancies  predicated  on  the 
knowledge  that  antenatal  diagnosis  will  be  avail- 
able to  them.6  In  spite  of  the  safety,  accuracy  and 
potential  humanistic  benefits  of  antenatal  diag- 
nosis, it  is  estimated  that  less  than  4%  of  high  risk 
pregnancies  in  this  country  are  currently 
studied. ' 

There  is  only  sparse  information  available  con- 
cerning the  emotional  impact  of  antenatal  diag- 
nostic studies  on  participating  couples.8  In  1975, 
at  a National  Academy  of  Sciences  meeting  on 
Genetic  Screening,  the  opinion  was  expressed 
that  “there  has  been  too  little  attention  paid  . . . 
to  . . . examination  of  the  thoughts,  feelings  and 
attitudes  of  women  who  have  undergone  am- 
niocentesis, or  of  those  of  their  husbands.  ”9 

This  study  was  designed  to  discover  patient 
reaction  to  amniocentesis  and  genetic  counseling 
with  the  hope  that  these  patient  responses  would 
encourage  primary  care  physicians  to  actively 
and  informatively  refer  at  risk  women. 

MATERIAL  AND  METHODS 

The  Genetic  Laboratory,  Department  of 
Obstetrics  and  Gynecology,  University  of  South 
Carolina  in  Columbia  is  a referral  center  for  am- 
niocentesis, prenatal  diagnosis  and  genetic  coun- 
seling for  central  South  Carolina.  It  has  served 
400  patients  since  1975  with  90%  of  those  pa- 
tients receiving  direct  counseling  by  one  of  us 
(SRY).  The  importance  of  conjoint  counseling  of 
both  partners  is  stressed  and  mailing  in  of  amni- 
otic  fluid  samples  is  strongly  discouraged. 

Counseling  involves  outlining  the  reasons  for 
prenatal  diagnosis,  assessing  patient  risk  for  fetal 
defect,  and  presenting  the  limitations  and  risks  of 
the  test.  Patient  and  partner  are  stimulated  to 
express  their  private  concerns  and  to  verbalize 
the  personal  meaning  of  the  diagnostic  experi- 
ence. 
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Following  counseling,  the  patient  proeeeds  for 
ultrasound  examination  and  amniocentesis  by 
the  obstetrician.  The  amniotic  fluid  samples  are 
then  taken  to  the  Genetics  Laboratory  for  culture 
and  chromosome  analysis.  Results  are  im- 
mediately reported  by  telephone  and  letter  to 
the  referring  physician  and  patient. 

In  view  of  the  need  for  information  about  the 
patients’  reactions,  a questionnaire  was  created 
for  use  as  a follow-up  evaluative  tool  to  determine 
these  factors: 

— Source  of  primary  information  about  pre- 
natal diagnosis 

— Source  of  referral 

— Reason  for  referral 

— Patient  concerns  about  the  diagnostic  ex- 
perience and  associated  levels  of  anxiety 

— Recall  of  information  given  in  counseling 

— Pain/or  discomfort  experienced  from  fluid 
withdrawal 

— Problems  subsequent  to  fluid  withdrawal, 
if  any 

— Satisfaction  with  method  of  reporting  re- 
sults 

— Effects  of  the  diagnostic  experience:  intra- 
psychically  and  upon  family  relationships 

The  format  of  the  questionnaire  was  multiple 
choice  with  frequent  spaces  allowed  for  com- 
ment. There  were  29  items  on  four  pages.  The 
patient  was  given  an  option  of  anonymity  or  sign- 
ing her  name. 

Fifty  of  the  first  one  hundred  patients  served 
were  randomly  selected  to  be  sent  the  question- 
naire. The  mailing  was  timed  so  that  the  con- 
finement dates  of  the  selected  patients  were  past 
due. 

RESULTS 

Forty-seven  out  of  the  fifty  patients  returned 
the  questionnaire  for  a response  rate  of  94  per- 
cent. The  following  is  a break  down  of  respon- 


dents by  reason  for  referral: 

Reason  Number 

Previous  Down  Syndrome  child  2 

Family  history  of  genetic  disease  4 

Previous  child  with  neural 

tube  defect  6 

Advanced  maternal  age: 

(a)  35-39  years  26 

(b)  40  years  and  over  9 

Total  47 
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Patients  reported  their  initial  source  of  infor- 
mation about  prenatal  diagnosis  was  primarily  a 
physician  and  secondarily  reading  material.  Re- 
ferral was  made  in  the  vast  majority  of  cases  (41 
patients)  by  the  private  obstetricians,  whose  at- 
titudes toward  the  diagnostic  process  were  in 
favor  and  encouraging  (42  cases)  and  adequate 
information  about  the  diagnostic  procedure  was 
provided  by  this  physician. 

Five  of  the  respondents  decided  to  become 
pregnant  on  the  basis  of  prenatal  diagnosis’  avail- 
ability. Forty-two  of  the  fathers  were  strongly  in 
favor  of  the  test  and  counseling,  while  three  were 
skeptical  and  two  indifferent. 

The  women’s  greatest  concerns  prior  to  the 
tests  were:  injury  to  the  fetus,  test  results,  and 
deciding  between  continuing  the  pregnancy  and 
abortion. 

Genetic  counseling  prior  to  the  amniocentesis 
provided  reassurance  and  lessened  worn-  for  all 
but  one  of  the  respondents.  All  recipients  of 
counseling  felt  it  was  informative  and  under- 
standable. The  aspect  of  counseling  that  had 
most  outstanding  recall  was  the  patient’s  per- 
sonal risk  for  a defective  child  (35  couples).  About 
half  of  the  patients  recalled  risks  associated  with 
amniocentesis  and  types  of  abnormalities  de- 
tected. 

The  pain  associated  with  amniocentesis  was 
rated  as  “slight”  by  29  of  the  47  respondents. 
Eleven  rated  the  pain  “moderate”  and  only  four 
felt  the  pain  was  “severe.”  The  four  who  gave 
“severe”  ratings  had  also  scored  themselves 
moderate  or  high  in  pre-procedure  anxiety.  No 
problems  subsequent  to  amniocentesis  were  re- 
ported by  37  of  the  patients.  Nine  women  re- 
called experiencing  abdominal  cramps  (none  de- 
scribed as  severe),  one  patient  had  soreness  at 
the  injection  site  and  another  fainted  after  the 
amniocentesis. 

Patients  were  asked  what  their  concerns  would 
be  about  amniocentesis  in  the  event  of  another 
pregnancy.  These  concerns  were:  test  results, 
deciding  on  the  possibility  of  abortion,  and  pos- 
sible injury  to  the  fetus. 

All  patients,  except  one  who  was  uncertain  and 
three  who  had  undergone  tubal  ligations, 
answered  “yes”  to  the  question  “Would  you  have 
this  test  and  counseling  again  were  you  to  be- 
come pregnant  once  more?”  All  47  patients 
would  recommend  the  antenatal  diagnostic  ex- 
perience to  others. 
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The  method  of  reporting  results  was  satisfac- 
tory to  46  of  the  47  respondents.  Effects  of  the 
reported  results  were  very  reassuring  to  the 
majority7  (41  patients)  and  moderately  reassuring 
to  the  remaining  six.  There  was  a calming  ele- 
ment felt  on  total  family  functioning,  relative  to 
the  stress  of  pregnancy,  in  46  of  the  47  cases.  One 
patient  experienced  the  results  as  disturbing 
(husband  was  disappointed  in  the  sex  of  the 
fetus).  All  mothers  found  the  three  to  four  week 
wait  for  results  difficult. 

Those  mothers  with  prior  neural  tube  defect 
babies  reported  the  highest  lev  els  of  anxiety7 
about  the  amniocentesis  and  the  possibility7  of 
another  defective  baby.  The  previous  Down 
Syndrome  group  were  less  anxious  about  the 
amniocentesis  but  also  highly  concerned  about  a 
recurrence.  These  high  anxiety  groups  require 
expeeially  careful  counseling,  supportive  contact 
during  the  wait  for  results,  and  follow-up  after 
results  are  reported.  Persons  in  these  prior  de- 
fect groups  may  need  help  in  resolving  feelings 
about  that  previous  defective  child  during  the 
current  pregnancy.  Antenatal  diagnostic  findings 
of  a normal  fetus  may  not  abolish  these  fears  and 
additional  counseling  may  be  necessary  to  aid  in 
tlie  expression  of  grief  and  integration  of  the  new 
child  into  the  family. 

About  one-third  of  the  women  reported  posi- 
tive effects  of  prenatal  diagnosis  on  their  relation- 
ships with  the  unborn  child  and  with  their 
partners.  “Bonding  began  before  delivery  and 
"made  me  appreciate  him  more  were  some  of 
the  comments  explaining  mothers  changed  feel- 
ings tow  ard  the  fetus.  Fathers-to-be  and  mothers 
were  largely  drawn  closer  in  sharing  the  anxiety, 
fears  and  joys  experienced  during  the  diagnostic 
process.  Relieved  tension  brought  by  normal 
findings  tended  to  promote  more  open  and  posi- 
tive interaction  between  partners.  One  hundred 
percent  of  the  patients  surveyed  stated  they 
would  recommend  the  procedure  to  others. 

COMMENT 

Referral  for  amniocentesis  was  made  in  the 
vast  majority  of  cases  on  the  basis  of  advanced 
maternal  age  by  the  patient  s family  physician, 
who  was  described  as  informed  and  encouraging. 
Remaining,  however,  is  the  fact  that  96%  of  the 
high  risk  patient  population  is  not  referred  for 
prenatal  diagnosis. 


DIAGNOSIS 

Most  fathers  were  supportive  of  their  partners’ 
undergoing  the  diagnostic  process,  and  nearly 
one-third  of  the  patients  felt  that  the  experience 
had  a positive  effect  on  their  relationship,  pro- 
moting sharing  and  intimacy  relative  to  the  preg- 
nancy. Injury  to  the  fetus  was  the  patients’ 
greatest  concern.  Reassurance  may  be  prov  ided 
on  the  basis  of  several  comprehensive  American 
and  Canadian  studies  which  have  found  no  sig- 
nificant difference  in  the  rate  of  fetal  loss  or  com- 
plications of  labor  and  delivery  between  am- 
niocentesis and  control  groups.10  Other  major 
concerns  were  positive  diagnostic  results  and  de- 
ciding about  abortion.  These  concerns  are  ad- 
dressed by  counseling  prior  to  and  throughout 
the  diagnostic  process.  Most  participants  in  this 
study  felt  that  genetic  counseling  gave  reassur- 
ance, lessened  worry,  and  imparted  understand- 
able information  thus  creating  a base  for  their 
informed  and  responsible  decision  making  about 
the  pregnancy.  As  all  mothers  found  the  three  to 
four  week  wait  for  results  difficult,  our  laboratory 
instituted  a policy  of  periodic  patient  contact  dur- 
ing the  cell  culture  period.  □ 
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If  you’re  like  most  physicians,  you’re  spending 


more  hours  working  each  month  before  the  dollars 
you  earn  are  your  own.  Just  about  everything  you 
need  to  practice  medicine  is  increasing  in  cost  at 
an  alarming  rate. 

If  you  feel  you’re  practicing  business  instead  of 
medicine,  why  not  consider  an  alternative9  Medi- 
cine can  still  be  a great  way  of  life  — with  reason- 
able hours,  opportunities  for  specialization,  and 
emphasis  on  patient  care  instead  of  paperwork. 

Air  Force  medicine  may  be  an  exciting  alternative 
for  your  future. 

We  would  like  to  tell  you  more  — about  the  30 
days  of  paid  vacation  each  year,  about  our  op- 
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compensation  package. 
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Pharmaceutical  Company, Inc. 

P O.  Box  6 

Mt.  Rainier,  Md.  20822 

Cal^CoIlec^02-635-789^^i 
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DISEASE  REPORTING  IN  SOUTH  CAROLINA: 
IS  THERE  A NEED  FOR  NEW  LEGISLATION? 


At  the  corner  of  Bull  and  Harden  Streets  in 
Columbia,  Pueraria  lobata  (better  known  as 
kudzu)  now  approaches  the  South  Carolina  De- 
partment of  Health  and  Environmental  Control 
(better  known  as  DHEC)  from  two  directions. 
Given  the  phenomenal  growth  rate  of  this 
Japanese  vine,  we  anticipate  that  DHEC  will  be 
completely  engulfed  at  some  point  prior  to  the 
year  1985.  It  comforts  us  to  note  that  one  vital 
component  of  DHEC  — the  Bureau  of  Laborato- 
ries under  the  able  direction  of  Dr.  Arthur 
DiSalvo  — has  been  safely  removed  to  new 
facilities  at  the  State  Park  Health  Center.  Dr. 
DiSalvo  and  his  associates  have  been  especially 
helpful  to  South  Carolina  physicians  in  the  diag- 
nosis and  management  of  fungal  diseases,  and 
they  tabulate  their  recent  experience  elsewhere 
in  this  issue. 

Dr.  DiSalvo  notes  in  his  article,  however,  that 
less  than  10  percent  of  South  Carolina  physicians 
report  “reportable’  diseases.  This  deficiency 
makes  meaningful  analysis  of  disease  trends  in 
our  state  difficult,  at  best.  Exhortations  to  im- 
prove disease  reporting  are  issued  from  time  to 
time,  and  may  be  of  some  benefit,  but  it  seems 
clear  to  this  observer  that  if  disease  reporting  is  to 
improve,  the  way  by  which  we  report  diseases 
must  change. 

South  Carolina  law  (regulation  61-20;  44-1-140 
of  the  Code  of  Laws  of  South  Carolina,  1976) 
assigns  responsibility  for  disease  reporting  to  the 
attending  physician.  The  attending  physician 
must  “report  these  cases  to  the  county  health 
department  within  twenty-four  hours  after  de- 
termining the  diagnosis.  ’ Failure  to  report  a “re- 
portable’ disease  subjects  the  physician  to  crim- 
inal prosecution,  a fine,  or  imprisonment  of 
thirty  days  — in  theory.  In  practice,  such  legal 
action  seldom,  if  ever,  occurs. 

The  law  requires  the  DHEC  commissioner  to 
determine,  two  months  prior  to  January  1 of  each 
year,  those  diseases  which  are  to  be  reported. 
Reportable  diseases  are  now  ranked  into  four 


categories,  designated  Class  I through  Class  IV 
in  order  of  decreasing  urgency.  Diseases  in  Class 
I (such  as  botulism,  rabies,  diphtheria,  poliomy- 
elitis, and  typhoid  fever)  are  generally  uncom- 
mon and  are  nearly  always  reported.  Diseases  in 
class  IV  (such  as  chicken  pox,  influenza,  strep- 
tococcal pharyngitis,  and  parasitic  diseases)  are 
generally  common,  and  are  usually  not  reported, 
which  is  understandable.  The  specter  of  a physi- 
cian being  prosecuted  or  imprisoned  for  failure  to 
report  the  presence  of  an  intestinal  nematode 
within  24  hours  of  its  recognition  seems  absurd. 
But  that  is  precisely  the  way  the  law  now  reads. 

All  of  us  realize  the  immense  value  of  disease 
reporting.  In  recent  years,  reporting  of  indi- 
vidual cases  by  alert  physicians  has  led  to  the 
recognition  of  botulism  from  one  manufacturer’s 
vichyssoise,  of  salmonellosis  from  pet  turtles, 
and  of  an  entirely  new  disease  due  to  a new 
bacterium  (Legionella  pneumophila)  — to  cite 
but  a few  examples.  Knowledge  of  overall  disease 
patterns  helps  the  practicing  physician  sort 
through  the  differential  diagnosis  of  what  ails  the 
patient  before  him.  Failure  to  report  diseases 
limits  the  value  of  potentially  helpful  surveil- 
lance data. 

Failure  to  report  diseases  carries  another 
hazard  to  physicians:  civil  liability.  Since  our 
state  law  contains  a statute  requiring  disease  re- 
porting, it  can  be  argued  that  failure  to  report  a 
“reportable’’  disease  constitutes  negligence.  In 
two  recent  cases  elsewhere,  courts  have  ruled 
this  to  be  the  case. 

Thus,  as  our  law  now  reads,  a dissatisfied  pa- 
tient could  bring  charges  against  a South 
Carolina  physician  for  complications  (actual  or 
perceived)  of  diseases  such  as  mumps,  salmonel- 
losis, ascariasis,  or  any  “occupational  disease,” 
and  could  argue  that  the  physician’s  failure  to 
report  the  disease  within  24  hours  of  determining 
the  diagnosis  constitutes  negligence.  Such  an  ar- 
gument seems  absurd,  given  the  “blanket”  na- 
ture of  the  current  reportable  diseases  list  and 
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the  presence  of  widespread  under-reporting. 
Neverthelesss,  a plaintiff  s attorney  could  assert 
that  the  physician  had  failed  to  comply  with  a 
statute  — that  the  physician  was  negligent  — and 
the  attorney  would  be  technically  correct. 

It  seems  reasonable  to  require  physicians  to 
report  certain  diseases  with  obvious  public 
health  implications.  Most  of  these  diseases  are 
now  listed  in  Classes  I and  II  — for  instance, 
botulism,  rabies,  typhoid  fever,  tuberculosis, 
and  syphilis.  For  many  other  diseases,  notably 
those  in  Classes  III  and  IV,  alternative  methods 
of  disease  reporting  may  be  more  practical. 

Such  alternative  reporting  can  be  provided  by 
laboratories  and  by  hospitals.  Data  on  mycotic 
infections  — such  as  those  summarized  in  this 
issue  — could  readily  be  made  more  complete  by 
systematic  reporting  by  microbiology  laborato- 
ries throughout  the  state.  All  hospitals  are  now 
required  by  accreditation  standards  (and  in  some 
states  by  law)  to  maintain  active  infection  control 
programs,  and  through  these  activities  hospitals 
could  readily  provide  additional  data. 

For  example,  bacterial  meningitis  is  a report- 
able  disease.  At  one  of  our  hospitals,  31  cases  of 
bacterial  meningitis  occurred  during  a recent 
year.  It  was  determined,  however,  that  only  one 
of  these  cases  was  “officially”  reported  to  the 
state  epidemiologists.  Obviously,  information 
relevant  to  the  practice  of  medicine,  such  as  bet- 
ter data  pertaining  to  meningococcal  and  H . in- 
fluenzae meningitis,  was  lost. 

At  the  present  time,  there  is  no  legal  basis  in 
South  Carolina  for  hospitals  or  their  infection 
control  departments  to  report  such  data.  Addi- 
tionally, voluntary  reporting  of  diseases  by  hospi- 
tals or  their  infection  control  departments  would 
not  relieve  the  attending  physician  of  the  legal 
duty  to  report  the  disease.  A simple  change  in  the 
existing  law  would  be  of  great  benefit. 

Other  states  have  such  laws.  Tennessee,  for 
example,  holds  that  hospital  administrators  must 
share  equal  responsibility  with  the  attending 
physician  for  disease  reporting.  Florida  holds 
that  hospital  administrators  must  appoint  an  in- 
dividual from  the  full-time  staff  to  serve  as  the 
“reporting  officer.  Connecticut  requires  hospi- 
tal administrators  to  delegate  “appropriate  infec- 
tion control  or  record  keeping  personnel  for  this 
purpose.”  Utah  requires  that  not  only  physi- 
cians, but  also  every  “dentist,  nurse,  other  prac- 
titioner, medical  examiner,  hospital,  nursing 
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home,  dispensary  or  clinic  administrator  know- 
ing of  a case  or  suspected  case  of  a reportable 
disease  must  report  the  disease.  In  summary,  it 
makes  sense  for  the  responsibility  to  be  dele- 
gated, at  least  for  many  diseases.  Such  delegation 
of  responsibility  would  relieve  the  busy  physi- 
cian of  one  chore,  and  would  provide  him  with 
better  data. 

Most  of  the  diseases  in  Classes  II,  III,  and  IV 
do  not  ordinarily  call  for  a “contact  investiga- 
tion. The  law  might  make  it  clear  that  reporting 
of  a case  does  not  constitute  violation  of  an  indi- 
vidual's rights.  The  law  might  further  require 
that  “contact  investigation”  would  not  be  con- 
ducted without  the  attending  physician’s  knowl- 
edge. The  guiding  principle  should  be  that  accu- 
rate disease  reporting  is  in  the  public  interest. 
The  state  epidemiology  department’s  track  rec- 
ord for  maintaining  confidentiality  is  excellent. 

DHEC  has  improved  its  services  to  South 
Carolina  physicians  through  two  publications, 
Epi-Notes  and  Preventive  Medicine  Quarterly, 
which  provide  valuable  information  to  practicing 
physicians.  These  epidemiologic  activities  are  a 
direct  outgrowth  of  activities  which  were  origi- 
nally instituted  by  the  SCMA.  To  make  these 
services  more  useful,  our  law  needs  a few  key 
changes.  A more  practical  reporting  system 
would  provide  better  information  and  — paren- 
thetically — would  relieve  physicians  of  un- 
necessary risks  of  civil  liability. 

— CSB 


HURRAH  FOR 
COOPERATION! 

This  issue  of  The  Journal  contains  one  article 
co-authored  by  members  of  three  agencies,  in- 
cluding both  of  our  state’s  medical  schools.  A 
companion  article  is  eo-authored  by  members  of 
DHEC  and  one  of  the  medical  schools.  These 
articles  form  part  of  what  appears  to  be  a growing 
trend  toward  cooperation  between  our  state’s 
various  agencies.  Such  cooperation  can  only  be 
applauded  — it  is  certainly  in  the  best  interests  of 
the  taxpayers. 

— CSB 
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LETTERS  TO  THE  EDITOR 


To  the  Editor: 

Having  read  Dr.  Bobo’s  editorial,  “Medicine 
Under  Attack,’  in  the  February  issue,  we  won- 
der if  Dr.  Bobo  has  ever  recognized  that  there  is  a 
place  in  health  care  for  a variety  of  professionals 
who  do  not  have  MD’s  but  who  have  higher 
degrees  preparing  them  for  specialized  functions 
within  the  health  care  system. 

It  seems  obvious  that  Dr.  Bobo  considers  him- 
self at  war.  When  will  health  professionals  begin 
to  work  together?  Elimination  of  the  profession- 
als mentioned  by  Dr.  Bobo  would  constitute  lim- 
ited choices  and  total  collapse  of  the  American 
health  care  delivery  system. 

It’s  time  for  a truce! 

Sincerely, 

Sylvia  Whiting,  R.N.,  M.S. 

Carolyn  Allen,  R.N.,  M.S. 

Jane  L.  Assey,  R.N.,  M.N. 

Suzanne  Doscher,  R.N.,  M.S. 

Kay  Ryan,  R.N.,  M.N. 

College  of  Nursing,  Medical  University 

of  South  Carolina,  171  Ashley  Avenue, 

Charleston,  S.  C.  29403 

The  above  letter  was  referred  to  Dr.  Bobo,  whose 
response  follows: 


To  the  Editor: 

Thank  you  for  the  opportunity  to  respond  to 
the  letter  from  the  nurses  from  the  faculty  of  the 
College  of  Nursing  at  MUSC.  I would  appreciate 
it  if  you  would  print  the  following  response: 
“There  is  not  a physician  in  South  Carolina  nor 
in  the  United  States  that  is  not  keenly  aware  of 
the  very  important  role  of  nursing  in  the  health 
care  system.  The  acute  shortage  necessitating 
the  closing  of  floors  of  hospitals  in  our  state  bears 
testimony  to  the  importance  of  qualified  nurses. 
My  concern  regarding  nurses  or  any  other  health 
care  professionals  is  that  they  practice  at  their 
level  of  competence  and  w ork  under  MD  super- 
vision. Independent  unsupervised  professionals 
such  as  optometrists,  have  a definite  function  to 
perform.  It  is  only  wrhen  they  go  beyond  the 
fitting  of  glasses,  for  wrhich  they  are  trained,  that 
they  constitute  a deterioration  in  the  quality  of 
medical  care. 

Sincerely, 

Charles  B.  Bobo,  M.D. 

Greemvood  Eye  Clinic,  P.A. 

210  Wells  Avenue,  P.  O.  Box  369 

Greemvood,  S.  C.  29646 


1981  SCMA  ANNUAL  MEETING 
MAY  13-17,  1981 
Sheraton  Hotel 
Charleston,  S.  C. 

Mark  Your  Calendars 
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CIRCUBID 

For  Nocturnal  Leg  Cramps,  Cold  Hands  & Feet  Due 
to  Poor  Peripheral  Circulation 


150  MG 


Circubid  is  a prolonged  release  capsule  con 
taining  150  mg  ethaverine  hydrochlorida 
Ethavenne  (ethyl  papaverine)  is  a more 
active  derivative  of  papavenne  obtained 
by  the  synthetic  replacement  of  four 
side  methoxy  groups  Ethaverine  in- 
duces the  direct  relaxation  of  vascular 
smooth  muscle  which  may  improve 
circulation  Circubid  (ethavenne 
hydrochloride)  may  be  particularlv 
useful  for  nocturnal  leg  cramps  and 
paresthesia  exhibited  as  cold  hands 
and  feet  For  the  genatnc.  the  pro 
longed  release  of  Circubid  ''’thaverine 
hydrochloride)  with  a simplified  b.i  d 
dosage  increases  compliance  and 
realizes  continuous  benefits,  especially 
in  the  forgetful  patient  The  incidence 
of  side  effects  is  equal  or  less  than  a placebo  as 
shown  in  clinical  studies  ' Prescribe  Cir- 
cubid for  the  symptoms  that  are  of  major 
concern  to  your  geriatric  patient. 

William  J Oswald.  M D , "Pharmacology  of  tthavenne  HCI" 

Southern  Medical  Journal. 

December  1975  - Vol  68.  No  12 


For  technical  discussion,  clinical  studies  & 
samples,  please  contact 


ETHAVERINE  HYDROCLORIDE 
MICRO-DIALYSIS  CAPSULES 

Each  capsule*  contains:  Ethavenne  HCI  30  mf  Action: 

Ethavenne  HCI  acts  directly  on  the  smooth  muscle  cells  without 
involving  the  autonomic  nervous  system  or  its  receptors  Indica- 
tions: In  peripheral  and  cerebral  vascular  insufficiency  associated 
with  artenal  spasm,  in  spastic  condrtions  ol  the  gastro  intestinal  and 
gemtounnary  tracts  Contraindications:  Contraindicated  in  the 
presence  ol  complete  atnoventncular  dissociatior  Precautions:  It 
should  be  administered  with  caution  in  patients  with  glaucoma  It 
should  not  be  used  in  pregnant  women  or  women  ol  childbeanng 
age  unless  directed  by  a physician  Adverse  reac- 
tions: I ven  though  the  incidence  ol  side  effects 
as  reported  in  literature  is  very  low.  it  is  possible 
lor  the  patient  to  evidence  nausea,  anorexia,  ab 
dominal  distress,  dryness  ol  the  throat,  hypoten 
sion.  flushing,  sweating  vertigo,  respiratory  depres 
sion.  cardiac  depression,  cardiac  arrhythmia  and 
headache  II  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication  Dosage:  The 
usual  adult  dose  is  300  mg  daily,  one  capsule 
every  12  hours  In  more  difficult  cases  the  dosage 
may  be  me  reased  to  600  mg  daily  as  determined 
by  the  physician  It  is  most  effective  given  early  in 
the  course  ol  the  vascular  disorder  Because  ol  the 
chronic  nature  ol  the  diseases  longterm  therapy  is 
required 

Manufactured  to  provide  a prolonged  therapeutic  effect 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 

P.O.  Box  6 

Mt.  Rainier.  Md.  20822 

Call  Collect  202-635-7890 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 

(912)  764-6236 


J.C.A.H.  ACCREDITED 


WHERE  ARE  WE  HEADED? 


At  the  first  meeting  of  Council  for  the  year,  there  was  adopted  a set  of  objectives  for  the  coming  year.  I 
feel  it  is  necessary7  for  us  to  set  certain  goals  for  the  year,  realizing  full  well  that  all  will  not  be 
accomplished.  Many  of  the  goals  this  year  are  a continuation  of  the  ones  adopted  last  year  as  proposed  by 
Past  President  Harrison  L.  Peeples,  M.  D , and  this  is  as  it  should  be.  Some  of  these  goals  are  long-term, 
some  we  hope  to  be  able  to  accomplish  this  year.  I am  listing  some  of  the  goals  below  and  would  invite 
each  of  you  to  comment  either  to  me,  one  of  the  other  officers  or  Councilors  if  you  so  choose.  Favorable 
and  unfavorable  comments  would  be  appreciated.  The  objectives  are  split  into  two  parts  — internal  for 
the  organization  and  external  for  the  people  of  South  Carolina.  Because  of  space,  it  will  be  necessary  to 
present  these  in  several  parts.  We  will  begin  this  month  with  some  of  the  internal  objectives. 

Membership  leads  the  list  as  the  number  one  internal  objective.  Xo  quota  has  been  set,  but  a maximum 
effort  will  be  made.  Under  the  direction  of  membership  chairman,  President-Elect  Bill  Hunter,  activity 
has  begun.  The  state  has  been  divided  into  regions,  with  SCMA  staff  assigned  to  each,  along  with  the 
Councilors  involved.  Local  committees  will  be  the  House  of  Delegates.  Competition  will  be  keen,  as 
there  is  substantial  reward  for  the  winning  team.  This  is  a new  approach  and  one  that  is  expected  to  work 
better  than  previous  methods.  When  we  read  that  states  like  Florida  and  Iowa  have  90  percent  of  their 
physicians  as  members,  it  is  not  beyond  hope  that  South  Carolina  can  do  as  well.  Interval  reports  will  be 
forthcoming,  and  all  teams  are  wished  success. 

The  second  goal  is  the  visitation  to  county  and  district  medical  societies.  I solicit  your  invitation  to  visit 
in  order  that  we  may  discuss  with  each  of  you  the  concerns  of  medicine  today  and  what  the  SCMA  is 
attempting  to  do  about  them.  This  is  a time  each  of  you  can  express  concerns  or  gripes  and  thereby  have 
an  input  into  policy  and  actions  of  the  SCMA. 

A third  ojective  is  to  work  to  increase  the  services  to  SCMA  members  that  they  desire.  I am  urging  a poll 
by  mail  of  all  physicians  in  South  Carolina  by  age  groups  and  by  active  practice  and  salary  groups.  We 
would  like  to  see  what  your  needs  are,  and  I would  urge  each  of  you  to  take  time,  when  the  poll  comes  to 
you  by  mail,  to  make  thoughtful  recommendations.  For  those  of  us  in  leadership,  it  is  apparent  that  our 
concerns  are  not  always  yours.  I want  the  SCMA  to  be  able  to  serve  all  segments  of  physicians,  and  your 
answers  to  the  poll  will  help  correct  policy  in  that  direction. 

I would  again  urge  each  of  you  to  call  or  write  your  problems  to  me,  and  I will  do  my  best  to  help  solve 
these  problems.  Further  goals  will  be  discussed  next  month. 

MEMBERSHIP  IS  UNITY  FOR  STRENGTH 

Halsted  M.  Stone,  M.D. 

President 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly) 
is  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms: 

Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S.  pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY.  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE). 

Antibiotics,  including  Ceclor,  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and,  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  eg.,  pressor  amines, 
antihistamines,  or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential.  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function. 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended. 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established.  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus. 

Usage  in  Infancy — Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established. 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor,7 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below. 

Gastrointestinal  symptoms  occurred  in  about  2.5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  were  reported  in  about 
1 .5  percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients. 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  100  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200).  [o?o379r] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 

S.  pneumoniae  or  H.  influenzae. 8 
Note:  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever.  See  prescribing  information. 
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ON  THE  COVER:  PROMOTION  OF  APPLICATIONS  FOR 

ELIAS  HORLBECK,  M.  D.  RESEARCH  GRANTS 


Dr.  Elias  Horlbeck  served  as  President  of  the 
South  Carolina  Medical  Association  for  two 
terms  during  the  years  1855  and  1856.  Dr. 
Horlbeck  was  an  able  leader  and  his  dedication  to 
the  Association  was  of  immeasurable  importance 
during  its  early  years  when  interest  and  support 
were  minimal.  He  was  keenly  interested  in  the 
registration  of  births,  marriages  and  deaths  in 
South  Carolina,  and  it  was  through  his  efforts  that 
the  present  State  Bureau  of  Vital  Statistics  came 
into  existence. 

Dr.  Horlbeck  was  born  in  Charleston,  South 
Carolina  on  January  6,  1804.  He  was  educated  in 
Charleston  schools  and  at  South  Carolina  Col- 
lege. He  read  medicine  for  two  years  in  the  office 
of  Dr.  James  Ramsay  of  Charleston,  and  was  later 
graduated  from  the  University  of  Pennsylvania  in 
1825.  This  was  followed  by  a residency  in 
medicine  in  various  hospitals  in  Paris,  France. 
He  returned  to  Charleston  to  take  up  practice 
with  his  mentor,  Dr.  Ramsay. 

Dr.  Horlbeck’s  professional  skills  were  widely 
acknowledged,  and  at  the  time  of  the  organiza- 
tion of  the  Medical  College  of  South  Carolina  he 
was  offered  a Professorship  at  that  institution.  He 
declined  this  offer,  but  later  accepted  an  ap- 
pointment as  surgeon  of  the  Marine  Hospital  at 
Charleston. 

The  interests  and  ability  of  this  physician  were 
many  and  varied.  Dr.  Horlbeck  was  an  earnest 
and  articulate  student  of  the  physical  sciences, 
with  a special  interest  in  the  biological  science  of 
botany.  He  was  well-versed  in  Latin  and  Greek 
and  shortly  before  his  death,  on  December  20, 
1881,  he  finished  the  last  of  his  many  readings 
from  Virgil.  Dr.  Horlbeck  had  six  children,  one 
ofwhom  was  Dr.  H.  B.  Horlbeck,  City  Registrar 
of  Charleston.  Descendants  of  this  prominent 
South  Carolina  physician  presently  contribute  to 
the  progress  and  development  of  his  native  city. 

I TML 


Applications  for  Grants-in-Aid  are  now  avail- 
able from  the  South  Carolina  Heart  Association, 
with  a deadline  of  December  1 , 1980,  for  submis- 
sion to  the  Association’s  Research  Review  and 
Allocations  Committee.  Information  on  the 
grants  and  application  forms  may  be  obtained 
from  the  State  Heart  Association,  P.  O.  Box 
6604,  Columbia,  South  Carolina  29206. 

General  requirements  are  that  applicants  must 
have  post-doctoral  degrees  and  contemplate  sig- 
nificant basic  or  cardiovascular  research  in  a 
non-profit  institution  with  adequate  facilities  for 
their  work. 

This  research  program  is  separate  from  that  of 
the  American  Heart  Association,  which  also 
makes  research  awards  to  scientists  in  South 
Carolina.  Those  interested  in  inquiring  about  the 
national  program  may  write  to  the  Director  of 
Research,  American  Heart  Association,  7320 
Greenville  Avenue,  Dallas,  Texas  75231. 

Both  the  American  and  South  Carolina  Heart 
Associations’  research  programs  are  financed  by 
public  contributions  to  the  annual  Heart  Fund 
campaign. 


1981  SCMA 
ANNUAL  MEETING 
May  13-17,  1981 
Charleston,  S.  C. 
Mark  Your  Calendars 
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MODERN  CONCEPTS  OF  DIAGNOSIS  AND 
MANAGEMENT  OF  THORACIC  OUTLET  SYNDROME* 


L.  DIETER  VOEGELE,  M.D.** * 
WILLIAM  H.  PRIOLEAU,  JR.,  M.D. 
PETER  HAIRSTON,  M.D. 

Thoracic  outlet  syndrome  is  a term  used  to 
describe  a constellation  of  compression  syn- 
dromes relating  to  the  neurovascular  bundle  as  it 
exits  from  the  confines  of  the  bony  and  muscular 
structures  of  the  apex  of  the  thorax  toward  the 
arm.  The  term  was  first  coined  by  Peet1  in  1956 
and  was  popularized  by  Rob  and  Standoven2  who 
had  hoped  to  unify  the  individual  categories  of 
the  syndrome  under  a collective  term.  (Table  1) 
Although  this  syndrome  was  recognized  over  a 
century  ago,  real  surgical  interest  in  this  condi- 
tion has  been  recent.  Early  contributions  to  the 
understanding  of  thoracic  outlet  syndrome  were 
made  by  Adson3  and  by  Wright.4  Clagett5  rekin- 
dled surgical  interest  in  this  entity  by  emphasiz- 
ing the  importance  of  the  first  rib  as  the  common 
denominator  in  all  forms  of  the  syndrome.  Sub- 
sequently, Roos6  described  and  popularized  the 
technique  of  tran saxillary  first  rib  resection,  mak- 
ing surgical  relief  of  the  syndrome  predictable, 
technically  simpler  and  more  acceptable  to  pa- 
tients. 

ANATOMY  AND  PATHOPHYSIOLOGY 

The  manifestations  of  this  syndrome  are  due  to 
compression  of  the  neurovascular  bundle  at  the 

* From  the  Division  of  Thoracic  and  Cardiovascular 
Surgery,  Medical  University  of  South  Carolina,  and  the 
Department  of  Surgery,  Roper  Hospital,  Charleston, 
S.  C. 

**  Address  correspondence  to  Dr.  Yoegele  at  Ashley  House, 
Lockwood  Boulevard,  Charleston,  S.  C.  29401 


thoracic  outlet  by  bony,  muscular  and  ligamen- 
tous structures.  (Table  2)  This  compression  has 
been  attributed  to  cervical  ribs,  to  anomalous 
insertion  of  the  anterior  scalene  muscle,  exos- 
tosis of  the  first  rib  or  callus  formation  about  any 
fractures  (costoclavicular  syndrome)  or  im- 
pingement on  the  neurovascular  structures  by 
the  overlying  pectoralis  minor  tendon  (hyperab- 
duction syndrome).  However,  as  Roos  has  re- 
peatedly pointed  out  there  are  congenital  struc- 
tural abnormalities  which  make  certain  people 
susceptible  to  the  development  of  thoracic  outlet 
syndrome.'  (Fig.  1)  In  addition,  poor  posture, 
heavy  musculature,  direct  or  indirect  trauma  are 
causally  related  to  the  development  of  symp- 
toms. Vascular  manifestations  are  quite  rare  and 
are  seen  almost  exclusively  with  cerv  ical  rib  ab- 
normalities.8’ 9 A small  fraction  of  patients  man- 
ifest venous  insufficiency  secondary  to  subcla- 
vian or  axillary  vein  thrombosis.10’  11 


Table  1.  NEUROVASCULAR  COMPRESSION 
SYNDROMES 

The  Thoracic  Outlet  Syndromes: 

1.  Cervical  rib,  scalenus  anticus  syndrome 

2.  The  costoclavicular  syndrome 

3.  Hyperabduetion  syndrome 

4.  Carpal  tunnel  syndrome 
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Bone 


Muscle 


Fibrous  Bands 


Nerves  Artery  Vein 


Pain 

Paresthesias 

Weakness 


Ischemia 

Coolness 

Claudication 

Necrosis 


Edema 

Cyanosis 

Thrombosis 


Table  2.  SCHEMA  OF  T.  O.  S.  INTERRELATIONSHIPS 


FIGURE  1.  Potential  trapping  of  neurovascular  structures 
at  the  right  thoracic  outlet. 


radiate  down  the  upper  extremity.  There  is  al- 
ways aggravation  noted  by  limb  usage,  especially 
elevation.  (Table  3)  Pain,  numbness,  pares- 
thesias and  coldness  result  from  the  neuropathy 
of  brachial  plexus  irritation  rather  than  arterial 
insufficiency.  This  concept  is  important,  as  tests 
involving  the  subclavian  artery  cannot  be  used  to 
establish  or  refute  the  diagnosis.  Typically,  man- 
ifestations of  the  compression  neuropathy  de- 
velop in  the  distribution  of  nerve  roots  C8  and 
Tl.  Actual  muscular  wasting  of  the  interosseous 
muscles  can  be  seen.  Compression  by  tendinous 
or  bony  structures  can  also  involve  nerve  root 
C7,  demonstrating  weakness  and  easy  fatigability 
of  the  triceps  muscle. 

When  present,  arterial  symptoms  include  pal- 
lor, cold,  and  fatigue  of  the  extremity  with  exer- 
cise, relieved  completely  by  rest.  There  may  be 
ischemic  changes  or  evidence  of  embolization  to 
the  fingertips,  as  in  a Raynaud-like  phenomenon. 
Venous  symptoms  including  swelling,  heaviness 
and  subcutaneous  venous  collateralization. 
There  is  a slight  predilection  in  persons  with 
heavy  musculature. 


Table  3.  SIGNS  AND  SYMPTOMS 


Symptoms 

% 

Signs 

% 

Pain 

Supraclavicular 

neck 

50 

tenderness 

81 

arm 

97 

back 

8 

Axillary  tenderness 

80 

chest 

18 

Pain  with  external 

Weakness 

50 

rotation-abduction 

84 

Paresthesias 

97 

Adson  sign 

25 

Headaches 

23 

Arm  exercise  test 

90 

Raynaud 

5 

Swelling 

10 

SIGNS  AND  SYMPTOMS 

In  most  reported  series,  the  incidence  of  the 
disorder  is  several  times  higher  in  females  than  in 
males.  With  few  exceptions  neurologic  symp- 
toms predominate.  A history  of  trauma  is  fre- 
quently elicited,  as  is  a new  exertional  activity  of 
the  upper  extremities.  Occupational  hazzards 
such  as  pneumatic  drills  may  play  an  important 
role. 

The  symptoms  can  be  classified  under  the 
headings  of  pain,  paresthesias  and  paresis.  Fre- 
quently they  are  insidious,  intermittent,  and 
variable  in  intensity  and  are  felt  in  the  head,  side 
or  back  of  the  neck  or  shoulder,  and  frequently 


DIAGNOSIS 

A detailed  history  and  appropriate  physical 
examination  are  essential  for  the  accurate  diag- 
nosis of  thoracic  outlet  syndrome.  Nevertheless, 
the  diagnosis  of  thoracic  outlet  syndrome  is  still 
primarily  one  of  exclusion.  Neurologic  evalua- 
tion centers  on  the  neuromuscular  disorders  and 
the  central  nervous  system.  Diagnostic  proce- 
dures may  include  myelography.  The  orthopedic 
surgeon  may  closely  examine  the  spine  and 
shoulder  pain  with  particular  emphasis  on  disc 
syndromes,  neural  foramina,  malignant  metas- 
tases  and  inflammatory  conditions  of  bursae.  A 
chest  pain  component  may  require  cardiac 
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evaluation  with  stress  testing.  (Table  4) 

Demonstration  of  brachial  plexus  irritation  is 
the  sine  qua  non  of  the  diagnosis,  and  the  nearly 
universal  finding  of  localized  tenderness  over  the 
brachial  plexus  in  the  thoracic  outlet  region  sup- 
ports it.  Tests  evaluating  positional  changes  of 
the  radial  pulse  with  the  limb  elevated  or  the 
shoulders  raised  have  proved  quite  unreliable. 


Table  4.  FLOW  PATTERN  OF  MANAGEMENT 

(T.  O.  S.:  History  and  Physical) 

Neurologic  Considerations:  Orthopedic  Considerations: 

1.  Neurological  Exam  1.  Range  of  Motion 

2.  Ulnar  Nerve  Conduction  2.  Chest  X-ray 

3.  Cervical  Spine  X-rays  3.  Shoulder  X-ray 

4.  Non-invasive  4.  Median  Nerve  Conduction 

Cardiovascular  Exam 


Exercise 

. (Relief) 

Traction 

(or  cervical  collar) 

(Relief) 

Hospitalization 

1.  Arteriograms 

2 . Venography 

3 . Tomograms 

4.  Myelograms 

5.  CSF  Analysis 


( Other  ( TOS  Operation ) 

Diagnoses)-  ----------------  -(Relief) 

Wright,  who  examined  military  recruits  found 
that  ninety-two  percent  of  them  had  an  abnor- 
mality of  their  pulse  when  tested.  Raaf* 1 2 3 4 5 * * * * * * 12  found 
radial  pulse  obliteration  in  sixty  percent  of  nor- 
mal asymptomatic  students  tested  in  the  shoul- 
der bracing  position  alone.  Rainer  and  Sadler13 
found  it  difficult  to  correlate  positional  arterio- 
grams with  symptoms  and  indications  for  opera- 
tion. 

Nerve  conduction  studies  have  been  found 
helpful  by  Urschel14  but  have  been  of  little  bene- 
fit to  many  others.7,  lo  The  results  of  ulnar  nerve 
conduction  studies  are  difficult  to  interpret  be- 
cause there  may  be  a wide  range  of  results,  there 
is  difficulty  in  spanning  the  neurovascular  bundle 
with  the  electrodes  and  not  infrequently  the  syn- 

drome itself  may  go  through  periods  of  remis- 

sions and  exacerbations.  McGough  found  little 

correlation  between  operative  results  and  ulnar 

nerve  conduction  studies.10  On  the  other  hand, 

nerve  conduction  studies  have  been  helpful  in 


the  diagnosis  of  carpal  tunnel  syndrome,  repre- 
senting a subset  of  patients  with  paresthesias  and 
weakness  of  the  hand. 

The  test  which  has  proved  the  most  reliable  in 
diagnosing  thoracic  outlet  syndrome  is  the  three 
minute  elevated  arm  exercise  test.  This  test  is 
performed  with  the  patient  sitting  with  the  arms 
abducted  ninety  degrees  from  the  thorax  and  the 
elbows  flexed  ninety  degrees  with  the  shoulders 
braced  slightly.  The  patient  must  then  close  and 
open  his  fists  steadily  for  a full  three  minutes. 
Normally,  a person  can  perform  this  test  without 
symptoms  other  than  some  mild  fatigue,  but  a 
patient  with  thoracic  outlet  syndrome  will  gradu- 
ally reproduce  his  symptoms  and  the  progressive 
crescendo  distress  will  frequently  keep  him  from 
completing  the  timed  test.  Percussion  tender- 
ness over  the  brachial  plexus  as  well  as  from 
thumb  pressure  are  almost  universal  findings. 

Hvpesthesia  can  be  elicited  in  the  distribution 
of  nerve  roots  C8  and  T1  on  neurologic  examina- 
tion, as  well  as  weakness  of  the  triceps  (nerve  root 
C7)  and  the  interosseous  muscles  (nerve  roots  C8 
and  Tl).  (Table  5)  Only  if  history  and  physical 
examination  suggests  arterial  disease  should 
selective  arteriograms  be  done.  When  venog- 
raphy is  necessary,  significant  collateral  vessels 
around  the  blocked  major  vein  must  be  demon- 
strated because  thrombosis  may  be  simulated  by 
the  normal  streaming  of  venous  flow  in  the  sub- 
clavian and  axillary  region. 


Table  5.  SUMMARY  OF  VALUABLE  TESTS 
IN  DIAGNOSING  T.  O.  S. 

1.  3 Minute  Elevated  Arm  Exercise 

2.  Percussion  and  Thumb  Pressure 

3.  Hvpesthesia  to  Touch  and  Pinprick,  Ulnar  Side  of  Hand 
(C8-T1) 

4.  Weakness  ofTrieeps  (C7)  or  Interosseous  Muscles  (C8-T1) 


TREATMENT 

Following  establishment  of  the  diagnosis  of 
thoracic  outlet  syndrome,  about  ten  percent  to 
thirty  percent  of  patients  will  require  operative 
intervention.  Nonoperative  intervention  thus 
can  benefit  the  majority  of  patients  and  would 
certainly  involve  discontinuation  of  any  predis- 
posing factors  and  activities.  Exercise  for  shoul- 
der girdle  elevation,  progressive  resistance  exer- 
cises and  muscle  relaxing  medications  to  break 
the  cycle  of  pain  and  spasm  are  frequently  suc- 
cessful. Patients  are  instructed  to  avoid  overhead 
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activities,  such  as  reaching  and  stretching. 
Proper  positioning  during  sleep  is  also  important 
and  proper  spring  and  mattress  materials  must 
also  be  reviewed.  Large  breasted  females  are 
urged  to  wear  underwire  brassieres,  so  that 
weight  is  distributed  around  the  thorax  instead  of 
over  the  shoulders.  Generally,  nonoperative 
therapy  is  pursued  if  there  is  any  relief  of 
symptoms  and  may  be  tried  for  several  weeks 
with  diminishing  hope  for  results  if  unsuccessful 
after  six  to  twelve  weeks. 

Early  operation  is  indicated  in  patients  with 
actual  neurologic  deficit  or  arterial  or  venous 
compromise.  Presently,  the  most  effective  oper- 
ation is  surgical  decompression  of  the  neurovas- 
cular bundle  by  first  rib  resection,  detachment  of 
muscular  structures  and  resection  of  all  anoma- 
lous tissue  attachments.  Removal  of  all  structures 
is  indicated  rather  than  selected  compressive 
structures  because  leaving  behind  any  of  the 
components  of  compression,  particularly 
ligamentous  and  periosteal  structures  lead  to  the 
development  of  a cicatrizing  fibrosis  with  a high 
likelihood  of  recurrence.  The  rationale  of  first  rib 
resection  to  relieve  outlet  compression  is  re- 
moval of  the  denominator  common  to  all  causes 
of  compression  as  pointed  out  earlier  by  Clagett. 
(Fig.  2)  In  addition,  the  muscular  attachments  of 
the  scalene  muscles  are  permanently  detached 
and  the  offending  additional  fibers  and  skeletal 
anomalous  structures  are  resected.  The  safest, 
and  for  the  patient,  the  most  comfortable  way  of 
performing  this  procedure  is  through  the  trans- 
axillary  approach. 6 One  caveat  obtains,  however, 
and  that  is  that  il  the  workup  reveals  an  indication 
for  vascular  repair,  an  anterior  approach  must  be 
used.  Patients,  in  general,  remain  three  to  five 
days  in  the  hospital  and  return  to  full  activity  in 
eight  weeks.  The  arm  and  shoulder  on  the  oper- 
ated side  should  be  held  in  a sling  for  a period  of 
approximately  six  to  eight  weeks  to  maximize 
healing  and  minimize  pain  and  muscular  spasm. 
Thereafter,  gradual  lifting  and  elevation  are  en- 
couraged. 

CONCLUSION 

The  thoracic  outlet  syndrome  is  recognized  by 
signs  and  symptoms  of  pain,  paresthesias  and 
paresis  in  the  upper  extremities.  Rarely  are  com- 
plex diagnostic  tests  necessary  except  to  exclude 
other  diagnoses  or  to  elucidate  unusual  sympto- 
matic manifestations.  Most  patients  respond 
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favorably  to  conservative  measures.  However, 
when  they  prove  refractory  to  these,  substantial 
relief  may  be  offered  by  transaxillary  first  rib 
decompression,  ensuring  a grateful  patient.  □ 


FIGURE  2.  Release  of  neurovascular  structures  at  the  right 

thoracic  outlet. 
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INTRODUCTION 

Sarcoidosis  is  an  idiopathic  systemic  disease 
characterized  by  the  presence  of  non-caseating 
granulomata  in  a variety  of  organ  sites  without 
evidence  histologically  or  on  culture  of  an 
etiologic  agent.  It  is  most  frequently  encoun- 
tered in  the  third  and  fourth  decades1’  2 and 
childhood  cases  have  been  reported  infrequent- 
ly. 1-13  Because  it  has  been  said  to  be  rare  in 
children,  the  diagnosis  of  sarcoidosis  is  often  not 
considered  even  when  the  clinical  and  radio- 
graphic  findings  are  characteristic.  Many  adult 
cases  are  asymptomatic  when  discovered  by 
chest  radiographs  obtained  for  other  reasons1,  14 
and  when  mass  screening  has  been  carried  out, 
the  incidence  in  children  has  been  found  to  ap- 
proach that  of  adults.9,  11  The  purpose  of  this 
paper  is  to  review  the  clinical  and  radiographic 
findings  in  a group  of  children  with  sarcoidosis 
and  to  stress  its  occurrence  in  the  pediatric  age 
group. 

PATIENT  MATERIAL 

Eighteen  pediatric  patients  with  sarcoidosis 
were  seen  at  the  Medical  University  of  South 
Carolina  from  1964-1979.  The  age  at  diagnosis 
varied  from  eight  to  fifteen  years  (average  age 
thirteen).  Fourteen  were  male  and  four  female. 
Fourteen  were  black  and  four  were  white. 

F ive  patients  were  asymptomatic  at  the  time  of 
diagnosis  and  were  detected  by  chest  x-ray  ob- 
tained for  other  reasons.  One  suffered  a fractured 
femur  in  an  auto  accident.  Another  had  a family 
history  of  tuberculosis.  Two  had  headaches  with- 
out evidence  of  uveitis.  One  was  examined  be- 
cause of  the  discovery  of  sarcoidosis  in  an  older 
sister. 

* From  the  Department  of  Radiology,  Medical  University  of 

South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
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The  remaining  thirteen  patients  had  signs  or 
symptoms  which  were  attributable  to  sar- 
coidosis. Six  had  symptoms  of  uveitis  with  pho- 
tophobia, ocular  pain  or  decreased  vision  as  a 
primary  complaint.  Three  had  marked  swelling 
of  the  lacrimal  and  parotid  glands.  Three  pre- 
sented with  enlarged  peripheral  lymph  nodes. 
Seven  had  pulmonary  complaints  with  cough  or 
shortness  of  breath. 

Physical  examination  revealed  prominent 
hepatosplenomegaly  in  three.  Tuberculin  skin 
tests  were  negative  in  eight  of  ten  patients. 

The  histologic  diagnosis  of  sarcoidosis  was 
made  in  fifteen  patients.  Scaline  or  supraclavicu- 
lar lymph  node  biopsy  revealed  typical  non- 
caseating  granulomata  in  fourteen.  Aspiration 
biopsy  of  an  enlarged  parotid  gland,  and  liver 
biopsy  were  each  positive  in  one  case.  Open  lung 
biopsy  revealed  changes  typical  of  sarcoidosis  in 
two.  Infectious  organisms  were  not  seen  or  cul- 
tured from  any  of  the  biopsy  material. 

Follow-up  has  ranged  from  four  months  to  six 
years  (average  two  years).  All  five  patients  who 
were  asymptomatic  at  the  time  of  diagnosis  re- 
mained well  without  treatment.  Uveitis  was  con- 
trolled in  all  affected  patients  with  topical  or 
systemic  steriods  and  no  patient  was  left  with 
residual  visual  impairment. 

Pulmonary  signs  and  symptoms  were  felt  to  be 
mild  in  three  patients  and  all  remained  stable  or 
improved  without  treatment.  The  other  three, 
with  evidence  of  significant  pulmonary  disease 
clinically,  were  treated  with  systemic  steroids. 
One  improved  over  a one  year  period  and  the 
other  two  deteriorated  with  progressive  loss  of 
pulmonary  function.  One  died  two  and  a half 
years  after  diagnosis  with  cor  pulmonale.  At 
postmortem,  generalized  sarcoidosis  was  found 
involving  the  lungs,  liver,  bone  marrow,  spleen, 
heart,  brain  and  kidneys. 
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RADIOGRAPHIC  FINDINGS 

Chest  x-rays  were  available  in  all  patients  and 
in  two,  both  patients  with  uveitis,  were  normal. 
One  had  swollen  lacrimal  and  parotid  glands  and 
a clinical  diagnosis  of  sarcoidosis.  The  other  was 
proven  to  have  sarcoidosis  by  sealine  lymph  node 
biopsy. 

In  each  of  the  remaining  cases  symmetrical 
hilar  and/or  mediastinal  lymph  node  enlarge- 
ment was  present  at  diagnosis.  Enlarged  nodes 
were  frequently  massive  in  size  (Fig.  1A,  IB  and 
2A)  but  were  never  observed  to  enlarge  with 
time  and  calcification  did  not  occur.  In  eight, 
enlarged  nodes  were  observed  to  decrease  in  size 
with  time;  in  three  associated  with  increasing 
parenchymal  disease  of  the  lungs  (Fig.  2 A and 
2B). 

Parenchymal  lung  disease  was  apparent  at  the 
time  of  diagnosis  in  eleven  patients  including  all 
seven  with  pulmonary  complaints.  Fine  linear 
and  nodular  interstitial  opacities  near  the  hila 
were  noted  in  eight  (Fig.  1A,  IB,  2A).  Coarse 
fibrotic  markings  were  present  in  three  (Fig.  3) 
all  of  whom  presented  with  shortness  of  breath. 
Of  the  seven  patients  with  initially  normal  lungs 


FIGURE  1A.  This  15  year  old  black  female  presented  for 
aching  chest  pain  and  cough.  PA  chest  x-ray  reveals  marked 
symmetrical  hilar  and  paratracheal  lymph  node  enlarge- 
ment and  clear  lungs.  A supraclavicular  node  biopsy  con- 
firmed the  diagnosis  of  sarcoidosis. 


420 


or  only  minor  interstital  changes,  only  one  de- 
veloped pulmonary  fibrosis. 

DISCUSSION 

Sarcoidosis  is  most  frequently  encountered  in 
young  adults.  ^ 2’ 14  Children  have  been  said  to  be 
affected  rarely,4'8’  13  and  fewer  than  a hundred 
cases  had  been  reported  in  the  United  States  by 
1972. 12  Adolescents  make  up  the  majority  of 
childhood  cases2’  6 including  those  in  this  series, 
though  the  disease  may  affect  infants.2 

The  true  incidence  of  sarcoidosis  in  adults  was 
not  appreciated  until  a large  number  of  asymp- 
tomatic cases  were  discovered  by  routine  screen- 
ing of  military  recruits  in  World  War  II.13’  14 
Because  children  are  less  frequently  radio- 
graphed, especially  when  asymptomatic,  fewer 
childhood  cases  are  to  be  expected.  When  mass 
screening  of  asymptomatic  children  has  been 
carried  out,  prior  to  entering  school,  as  it  has  in 
Hungary,9  and  Japan,11  cases  of  sarcoidosis  have 
been  found  with  an  incidence  equal  that  of  adults 
in  the  same  population. 

Symptoms  at  onset  of  sarcoidosis  in  children 
are  most  frequently  related  to  uveitis2’  4’  6’  8 or 


FIGURE  IB.  This  12  year  old  asymptomatic  black  female 
had  a chest  x-ray  because  of  the  recent  diagnosis  of  sar- 
coidosis in  her  sister  (1A).  She  had  a nearly  identical  radio- 
graphic  appearance. 
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FIGURE  2A  FIGURE  2B 


FIGURE  2.  This  11  year  old  white  female  presented  with  bilateral  lacrimal  and  parotid  gland  swelling.  Chest  x-ray  (A)  reveals 
marked  paratracheal  and  slight  hilar  lymph  node  enlargement  and  clear  lungs.  Aspiration  biopsy  of  the  parotid  gland  and  a 
supraclavicular  lymph  node  biopsy  both  revealed  typical  histologic  findings  of  sarcoidosis.  Repeat  chest  x-ray  (B)  2 years 
following  diagnosis  revealed  a fine  nodular  interstitial  infiltration  of  the  lungs  and  diminished  lymph  node  size.  She  remained 
free  of  pulmonary  symptoms. 


pulmonary  disease.2,  6-  8>  12,  13  Chest  symptoms 
may  be  absent  or  minimal  even  when  severe 
x-ray  changes  are  present.13 

Most  adult  cases  regress  spontaneously  and 
only  a small  percentage  are  left  with  residual 
pulmonary  deficit,  or  die  of  their  disease.1  Chil- 
dren who  are  discovered  while  they  are  asymp- 
tomatic have  a similar  prognosis  to  adult  eases. 
All  five  of  those  without  symptoms  in  this  series 
remained  well.  Ocular  disease,  when  treated  ac- 
tively, rarely  leads  to  permanent  visual  impair- 
ment.2, 8 

Most  childhood  cases  of  sarcoidosis  have  ab- 
normalities, on  chest  x-ray  usually  mediastinal 
and/or  hilar  lymph  node  enlargement. 2~7,  12 
Nodes  are  usually  symmetrical  though  unilateral 
involvement  has  been  described.10  Lymph 
nodes  usually  regress  with  or  without  treat- 
ment.6, 8’  12,  13  Pulmonary  parenchymal  changes 
include  linear  stranding  from  the  hila,15  fine 
nodular  interstitial  opacities,  and  marked  pul- 
monary fibrosis.5  Parenchymal  changes  may  be 
present  at  the  time  of  diagnosis  or  may  develop  as 
lymph  nodes  regress.  Pleural  changes,  as  in 
adults,1  are  rare,  but  a case  of  spontaneous 


S.S. 

FIGURE  3.  This  9 year  old  black  female  presented  with 
progressive  shortness  of  breath.  Chest  x-ray  revealed  a 
diffuse  nodular  and  linear  interstitial  infiltrate  within  the 
lungs,  decreased  lung  volume  and  mild  hilar  and  mediasti- 
nal lymph  node  enlargement.  An  open  lung  biopsy  revealed 
diffuse  fibrosis  and  granuloma  typical  of  sarcoidosis.  Over 
the  next  two  and  one  half  years  progressive  pulmonary 
dysfunction  occurred  inspite  of  systemic  steroid  therapy  and 
the  patient  died  of  respiratory  failure. 
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pneumothorax  has  been  described.6  The  classic 
radiographic  findings  in  bone  including  sharply 
punched  out  lytic  lesions  of  the  phalanges  and 
fine  lacy  destruction  of  the  trabecular  pattern 
have  been  said  to  occur  in  up  to  fifty  percent  of 
childhood  cases  of  sarcoidosis.4 

In  conclusion,  sarcoidosis  in  children,  particu- 
larly adolescents,  is  more  frequent  than  general- 
ly recognized  with  an  incidence  approaching  that 
of  adults.  Chest  x-rays  may  be  normal,  but  usu- 
ally show  evidence  of  symmetrical  mediastinal 
and/or  hilar  lymph  node  enlargement,  which 
may  be  massive.  Linear  stranding  outward  from 
the  hila,  may  be  seen  initially,  may  develop  as 
lymph  nodes  decrease  in  size  and  usually  revert 
completely  to  normal.  Reticulonodular  paren- 
chymal changes  may  be  seen  and  may  progress  to 
markedly  restricted  lung  volume.  When  the 
chest  x-ray  appearance  is  characteristic,  the 
diagnosis  of  sarcoidosis  should  be  considered 
even  in  a child.  □ 
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INTRODUCTION 

Lead 

Lead  poisoning  can  occur  in  childhood,  usually 
as  a consequence  of  pica,  and  one  of  the  residual 
abnormalities  in  children  who  have  had  lead  in- 
toxication is  hyperactivity.1  O’David,  et  al2  re- 
ported in  their  studies  that  many  children  who 
are  hyperactive  for  no  clearly  understood  reason 
have  more  than  the  normal  level  of  lead  in  their 
bodies. 

The  hazard  of  lead  as  a powerful  poison  has 
been  recognized  since  early  civilization.  Water 
pipes  and  primitive  tools  were  made  of  lead; 
vessels  used  for  cooking,  eating,  and  wine  stor- 
age contained  the  metal.  Lead  is  produced  in 
larger  quantities  than  any  other  poisonous  heavy 
metal.  The  current  world  production  per  year  is 
estimated  to  be  3.5  million  tons,  3. 1 of  which  are 
produced  in  the  northern  hemisphere.3  In  mod- 
ern times  lead  has  played  a role  in  occupation 
disease  among  miners  and  smelters,  automobile 
finishers,  foundry  and  storage  battery  workers, 
typesetters,  sheet  metal  workers,  and  painters. 
In  the  Southeastern  United  States  lead  in 
equipment  used  for  the  illegal  distillation  of 
whiskey  took  its  toll  in  illness  and  death  during 
the  Prohibition  Era.3 

New  interest  in  lead  as  an  environmental 
hazard  was  stimulated  by  the  discovery  in  1952 
by  members  of  the  staff  of  John  Hopkins  Hospital 
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in  Baltimore,  Maryland,  that,  in  children  be- 
tween the  ages  one  and  three,  chronic  lead 
poisoning  is  common  and,  indeed,  frequently 
fatal.  According  to  the  United  States  Public 
Health  Service,  in  400,000  American  children 
lead  blood  levels  are  elevated  and  16,000  require 
treatment  for  lead  poisoning.  Approximately 
3,200  will  suffer  moderate  to  severe  brain  dam- 
age and  will  require  years  of  special  care.4  Lead  is 
present  in  soil,  water,  food,  and  air,  and  in 
numerous  industrial  products.  The  average  lead 
content  of  soil  is  about  16ppm.5 

Mercury 

The  toxic  qualities  of  metallic  mercury  and 
various  organic  compounds  containing  mercury 
have  long  been  recognized.  However,  it  has  only 
recently  been  recognized  that  organic  com- 
pounds of  mercury  represent  a significant  hazard 
to  human  health.  The  most  extensive  work  on  the 
effect  of  environmental  contamination  with  mer- 
cury as  it  relates  to  the  accumulation  of  mercury 
in  edible  fish  has  been  carried  out  in  Sweden. 
There,  the  principal  source  of  mercury  which 
finds  its  way  into  rivers,  lakes,  and  bays  are  waste 
effluents  from  chlor-alkali  plants,  vinyl  chloride 
plants,  paper  pulp  manufacture,  and  agricultural 
runoff  in  areas  in  which  mercurial  fungicides  are 
used.6 

The  primary  form  of  mercury  in  fish  and 
shellfish  which  was  the  principal  factor  in  cases  of 
poisoning  in  Japan  (Minamata  disease)  was 
methylmercury. ' Birke,  et  al 8 in  their  controlled 
study  of  the  levels  of  mercury  in  blood  and  hair  of 
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individuals  consuming  fish  containing  various 
concentrations  of  methylmercury,  reported  that 
a linear  relationship  between  total  mercury 
levels  in  whole  blood  and  in  hair  was  also  seen  in 
both  “normal”  and  exposed  subjects.  The  mer- 
cury levels  in  hair  were  about  300  times  higher 
than  in  whole  blood.  Their  study  indicates  that  a 
predictable  relationship  does  exist  between  ex- 
posure to  methylmercury  by  ingestion  offish  and 
blood  mercury  levels. 

The  problem  of  mercury  pollution  has  been 
cropping  up  repeatedly  in  the  United  States  dur- 
ing the  last  two  decades.  Mercury  poisoning  was 
reported  in  1935  by  Neal  and  Jones  in  a detailed 
study  of  529  workers  in  the  fur-cutting  industry, 
where  pelts  were  treated  with  a solution  contain- 
ing inorganic  mercury.9  Mercury  is  widely  dis- 
tributed in  nature  and  it  is  present  in  soil  and  the 
atmosphere. 

EXPERIMENTAL 

Sample  Collection 

Cluster  sampling  technique  was  employed  to 
select  the  samples.  The  map  of  Hampton  County 
was  divided  into  one-mile  squares.  Over  400  of 
these  squares  were  inhabited.  From  diese  400 
squares,  100  were  randomly  selected  for  sam- 
ples. Each  square  was  mapped  for  the  existence 
of  dwellings  and  numbered  from  one  direction  to 
another. 

The  first  comprehensive  nutritional  survey 
was  conducted  in  1972.  Ten  local  ladies  were 
hired  as  field  interviewers.  These  field  inter- 
viewers were  asked  to  contact  every  fourth  house 
to  establish  initial  contact  with  the  household  and 
obtain  a written  consent  form  signed  by  the  head 
of  household  to  participate  in  the  nutrition  sur- 
vey study.  During  the  clinics  visits  which  were 
held  from  November  11-23,  1972,  at  Hampton 
and  Estill  health  centers,  blood  samples  of  sub- 
jects were  drawn  in  vacutainers  by  trained  medi- 
cal technologists. 

Lead 

Lead  levels  in  the  blood  were  analyzed  by 
modified  delves  cup  atomic  absorption.10 

Lead  status  was  classified  on  the  basis  of  the 
recommendation  of  surgeon  general  (personal 
communication,  Center  for  Disease  Control,  At- 
lanta, Georgia),  expressed  in  Table  1. 
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Table  1 

CRITERIA  FOR  CLASSIFICATION  OF  LEAD 

(/Ltg/  100ml) 


Age 

Increased  Body 

Lead 

Group 

Normal 

Lead  Burden 

Poisoning 

All  ages 

< 40 

40-79 

> 80 

Mercury 

Mercury  levels  in  red  blood  cells  are  analyzed 
by  the  atomic  absorption  spectrophotometric 
method. 11  Mercury  levels  were  classified  accord- 
ing to  Table  2. 


Table  2 

CRITERIA  FOR  CLASSIFICATION  OF 
MERCURY* 

PPb. 

Nortnal  Maximum  "safe”  Overt 

Red  Blood  Cells  10  100  1000 

(PPb) 

* Adapted  from  Evl,  T.  B.,  Wilcox,  K.R.,  and  Reizen,  M.S.: 
Fish  and  Human  Health,  Mic.  Med.  69:  873-880,  1970. 


RESULTS  AND  DISCUSSION 

Lead 

Approximately  740  subjects  (1  to  99  years), 
males  and  females  constituting  about  5 percent  of 
the  total  population  of  15,000  in  Hampton 
County,  South  Carolina,  were  examined  for  lead. 

The  percentage  distribution  of  lead  by  age  and 
sex  is  shown  in  Table  3 and  Figure  1.  This  table 
reveals  that  26  percent  females  as  compared  to  20 
percent  males  fell  under  the  less  than  40  /xg/ 
100ml  blood  category.  Approximately  71  percent 
of  both  males  and  females  were  found  to  have 
lead  levels  between  40  to  79  /xg/  100ml  blood. 
Table  3 shows  that  4. 6 percent  males  and  females 
had  elevated  blood  levels. 

A majority  of  males  and  females  had  lead  levels 
below  40  and  40  to  79  /xg/  100ml  of  blood.  A small 
percentage  of  males  and  females  were  found  to 
have  elevated  lead  blood  levels. 
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Table  3 


PERCENTAGE  DISTRIBUTION  OF  LEAD  (/ug/lOOml)  BY  AGE  AND 
SEX,  FIRST  SURVEY,  1972 


<20  20  - 39  40  - 59  60  - 79  80-  99  >100  Total 

Age  group  

and  Sex  No.  % No.  % No.  % No.  % No.  % No.  % No.  % 


6-11 

Male 3 8.8  6 17.7  19  55.9  6 17.6  0 — 0 — 34  4.5 

Female 3 5.7  10  18.9  19  35.8  17  32.1  4 7.5  0 — 53  7.0 

12-17 

Male 4 5.9  13  19.1  25  36.8  23  33.9  3 4.4  0 — 68  9.0 

Female 4 5.6  11  15.5  32  45.1  21  29.6  3 4.2  0 — 71  9.4 

18-99 

Male 5 2.8  25  14.0  82  46.1  48  27.0  16  9.0  2 1.1  178  23.6 

Female 21  5.9  73  20.7  166  47.0  84  23.8  9 2.5  0 — 363  46.6 


Sub-totals 

Male 12  4.3  44  15.7  127  45.2  77  27.4  19  6.8  2 0.7  281  100.0 

Female ....  28  5.9  94  19.7  217  46.6  122  25.6  16  3.4  0 — 477  100.0 

Totals 40  5.3  138  18.2  344  45.5  199  26.3  35  4.6  2 0.3  758  100.0 


FIGURE  1.  PERCENTAGE  DISTRIBUTION  OF  LEAD  (J/g/IOOml)  BY  AGE 
AND  SEX,  FIRST  SURVEY,  1972 


Age  group  and  Sex  0 20  Q 20-39  CD  40-59  H - Hale 

I 60-79  ■ 80-99  ■ 100  F = Femai 


Mercury 

Mercury  levels  were  analyzed  for  630  subjects 
(1  to  99  years),  males  and  females,  comprising 
about  4 percent  of  the  total  population  of  15,000 
in  Hampton  County,  South  Carolina. 

The  percentage  distribution  of  mercury  levels 
(ppb)  by  age  and  sex  is  shown  in  Table  4 and 
Figure  2.  Approximately  85  percent  and  11  per- 
cent of  the  subjects  had  normal  and  maximum 
safe  levels  of  mercury,  respectively.  A larger 
percentage  of  males  (89  percent)  than  females  (83 


percent)  had  normal  levels  of  mercury,  this  trend 
changed  in  favor  of  females  under  the  maximum 
safe  level.  A higher  percentage  of  females  (12  to 
17  years)  and  males  (18  to  99  years)  were  found  to 
have  normal  levels.  Approximately  4 percent 
females  as  compared  to  2 percent  males  exhibit- 
ed overt  symptoms.  Approximately  5 percent 
females  in  age  group  18  to  99  also,  had  values 
over  the  maximum  safe  levels  of  mercury. 

SUMMARY 

During  a nutritional  survey  conducted  in 
Hampton  County,  South  Carolina  in  the  fall  of 
1972,  blood  samples  from  the  ramdomly  selected 
population  were  analyzed  for  lead  and  mercury 
levels.  It  was  revealed  that  approximately  71 
percent  of  both  males  and  females  were  found  to 
have  lead  levels  between  40  to  79  p,g/ 100ml 
blood  and  85  and  11  percent  of  the  subjects  were 
under  normal  and  maximum  safe  categories,  re- 
spectively, for  mercury.  In  general,  lead  and 
mercury  seemed  to  be  no  problem  for  Hampton 
County  residents. 
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Table  4 


PERCENTAGE  DISTRIBUTION  OF  MERCURY  (ppb) 
BY  AGE  AND  SEX,  FIRST  SURVEY,  1972 


Age  Group, 
years 


Levels 


Normal 


Maximum  Safe 


Overt 


Total 


and  sex 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Male 

23 

88.5 

3 

11.5 

0 

— 

26 

11.2 

6-11 

Female 

39 

88.6 

4 

9.1 

1 

2.3 

44 

11.1 

Male 

46 

83.6 

7 

12.7 

2 

3.6 

55 

23.6 

12-17 

Female 

46 

93.9 

2 

4.1 

1 

2.0 

49 

12.3 

Male 

139 

91.5 

10 

6.6 

3 

2.0 

152 

65.2 

18-99 

Female 

246 

80.7 

43 

14.1 

16 

5.3 

305 

76.6 

Sub-Totals 

Male 

208 

89.3 

20 

8.6 

5 

2.2 

233 

100.0 

Female 

331 

83.2 

49 

12.3 

18 

4.5 

398 

100.0 

Totals 

539 

85.4 

69 

10.9 

23 

3.7 

631 

100.0 

FIGURE  1 PERCENTAGE  DISTRIBUTION  OF  MERCURY  (ppb) 
BY  AGE  AND  SEX,  FIRST  SURVEY,  1972 
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CARE-ORIENTED  POPULATION 
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The  acquisition  of  any  predetermined  medical 
data  base  through  history  taking,  physical  exams, 
laboratory  and  other  health  surveillance  modali- 
ties can  be  difficult  in  most  family  practices. 
Since  acute  care  visits  account  for  the  majority  of 
the  patient  contacts  of  the  family  physician,  a 
method  to  obtain,  utilize,  and  integrate  impor- 
tant medical  data  is  needed  to  facilitate  health 
maintenance  and  disease  prevention.  In  addi- 
tion, such  a system  must  consider  patient  costs, 
motivation,  and  satisfaction.  A method  de- 
veloped to  acquire  a specific  data  base  yet  main- 
tain these  patient  concerns  is  described. 

During  recent  years,  physicians  have  been 
ever  increasingly  concerned  with  proper  health 
maintenance  and  disease  prevention  programs 
for  their  patients.  Numerous  reviews  and  studies 
have  been  published  in  regards  to  timing,  fre- 
quency, completeness,  and  necessity  of  regularly 
scheduled  comprehensive  examinations. 1-6  Usu- 
ally these  papers  have  not  addressed  the  issue  of 
patient  motivation  and  expense  in  the  acquisition 
of  medically  related  information.  There  has  been 
little  consideration  of  the  patient  population  in 
respect  to  its  priority  of  health  care,  health  main- 
tenance, and  disease  prevention.1-  7 Further- 
more, cost  factors,  social  standards,  and  accessi- 
bility of  health  care  are  generally  not  considered. 
This  paper  describes  the  attempt  of  the  Palmetto 
Family  Health  Care  Center  (PFHCC)  to  provide 
health  surveillance  programs  to  its  rural  popula- 
tion while  striving  to  meet  patient  expectations 
and  to  provide  patient  satisfaction. 

Our  program  of  health  surveillance,  screening 
and  maintenance,  as  elucidated  here,  is  designed 
as  an  integral  part  of  routine  acute  and  chronic 
care  visits.  This  method  is  in  contrast  to  the  more 
traditional  form  of  health  maintenance  and 
screening  as  a separate  distinct  activity  exclusive 
of  visits  for  illness.  Although  similar  methods  to 
those  described  here  exist,  they  do  not  consider 


* Palmetto  Family  Health  Care  Center,  Post  Office  Box  760, 
Pacolet,  S.  C.  29372. 


or  emphasize  the  type  of  patient  population  or 

the  system’s  ease  of  use  by  the  health  provider.4- 

5,  8 

Hoping  to  eliminate  these  problems  of  other 
systems,  the  PFHCC  medical  practice  estab- 
lished its  own  health  surveillance  system.  Any 
discussion  here  of  our  choice  of  data  base  is  for 
example  only,  for  opinions  vary  greatly  in  these 
areas.  The  description  and  utilization  of  the 
PFHCC  system  is  outlined  below. 

THE  PRACTICE 

The  Health  Center  is  a multidisciplinary  prac- 
tice with  two  offices,  both  in  rural  areas.  There 
are  presently  three  Family  Practice  physicians, 
two  nurse  practitioners,  one  dentist,  one 
psychological  counselor,  one  clinical  pharmacist, 
an  administrator,  and  supportive  staff.  Located 
in  Pacolet,  S.  C.,  a small  town  of  6, 000  in  north- 
western South  Carolina,  the  main  office  services 
about  3,600  families.  A satellite  center  is  located 
eleven  miles  away  in  Cowpens,  S.  C.,  with  a 
population  of  7,000.  Of  the  goals  of  the  PFHCC, 
the  delivery  of  family  health  care  through  the 
team  approach  is  of  primary  importance.  Be- 
cause all  of  the  health  professionals  have  access  to 
the  same  chart,  all  can  contribute  to  the  total  care 
of  the  patient.  Consequently,  any  health  prob- 
lem may  have  input  from  a number  of  providers. 

THE  DATA  BASE 

Obtaining  a complete  data  base  prior  to  for- 
mulating a problem  list  in  the  traditional  method 
of  problem-oriented  medical  record  is  certainly 
ideal.9- 10  Such  a practice,  however,  is  not  usually 
accomplished  in  the  general  family  physician’s 
office  due  to  the  vast  number  of  visits  being  for 
acute  care.  Consequently,  an  alternative  which 
allows  for  continually  identifying  both  acute  and 
chronic  problems  must  be  sought. 

The  data  base  to  be  obtained  by  the  physicians 
and  nurse  practitioners  of  the  Health  Center  is 
based  primarily  on  disease  detection  and  screen- 
ing of  the  patient  divided  into  the  following 
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groups:  a)  Newborn  to  about  3 years,  b)  Pediat- 
ric, c)  Ages  16  to  30,  d)  Ages  30  to  50,  and  e)  Over 
50.  We  have  tried  to  keep  in  mind  epidemiologi- 
cal factors  in  determining  what  tests  and  exams 
should  be  performed  based  on  disease  preva- 
lence. We  have  also  carefully  scrutinized  the  cost 
factor  as  well  as  the  availability  and  costs  of  cer- 
tain laboratory  profiles  which  are  available  to  us 
through  outside  laboratories.  Additionally,  our 
data  base  is  formulated  somewhat  on  personal 
physician  preferences  as  well  which,  of  course, 
do  not  meet  generally  accepted  criteria  to  justify 
screening  procedures.4  For  instance,  some  in- 
vestigators feel  that  the  routine  EKG  done  on 
asymptomatic  individuals  is  not  warranted  as  far 
as  information  gained  per  dollar  spent.3,  7 How- 
ever, in  an  older  population,  we  find  it  very 
helpful  to  have  an  old  EKG  on  file  for  comparison 
if  any  acute  changes  occur. 

The  mechanism  of  our  data  base  collection  is 
based  on  two  assumptions:  1)  A minority  of 
people  will  desire  complete  evaluations  includ- 
ing history,  physical,  and  appropriate  testing  and 
laboratory  procedures.  There  is  obviously  no 
problem  with  the  collection  of  the  data  base  for 
this  individual.  2)  The  vast  majority  of  our  pa- 
tients will  not  have  the  desire  nor  the  money  to 
initiate  a health  maintenance  program.  Con- 
sequently, our  program  is  designed  to  concen- 
trate on  this  segment  of  the  patient  population. 

In  our  communities,  patients  generally  desire 
only  episodic  care.  Health  care  costs,  inflation, 
and  just  general  cost-of-living  expenses  prevent 
our  patients  from  assuming  a life  style  which 
allows  the  luxury  of  routine  health  examinations. 
The  staff  at  the  Health  Center,  therefore,  must 
always  promote  health  maintenance  and  fre- 
quently suggest  to  the  patient  the  need  for  regu- 
lar examinations,  pap  smears,  well-baby  checks, 
etc.  To  augment  our  personal  effort,  we  have 
designed  a system  that  over  a period  of  time  aids 
the  health  provider  in  securing  various  portions 
of  the  data  base  on  a given  individual.  Our  data 
base  collection  methodology  revolves  around  our 
medical  records  personnel  who  implement  a sys- 
tem which  quickly  records  that  part  of  the  data 
base  which  has  been  obtained  on  a patient  and 
displays  it  in  a convenient,  appropriate  place. 
These  personnel  then  notify  the  physician  what 
needs  to  be  obtained  to  complete  this  patient’s 
data  base  by  a specific  reminder  in  a designated 
area  of  the  chart.  In  effect,  we  are  securing  our 
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data  over  several  acute  care  visits,  and  the  infor- 
mation obtained  during  these  visits  is  being  ap- 
propriately included  as  part  of  this  patient’s  data 
base. 

THE  SYSTEM 

The  first  component  of  this  system  is  our  prog- 
ress note  paper.  (Figure  1)  Because  we  feel  that 
some  basic  information  such  as  allergies,  current 
medications,  and  ongoing  medical  problems  is 
needed  before  treatment  is  instituted  on  a new 
patient,  we  have  designed  a simple  initial  history 
form  as  part  of  our  first  progress  note  paper. 
Since  all  of  our  notes  are  dictated  and  typed  on 
adhesive  backed  paper,  our  progress  notes  are 
mounted  consecutively  following  the  brief  initial 
history  record. 

PALMETTO  FAMILY  HEALTH  CARE  CENTER 
INITIAL  VISIT 

NAME AGE SEX 

DATE OCCUPATION 

PAST  HX.  - (On-Going  illness) : 


MEDICATIONS:  (Present) 

ALLERGIES : 

Medical/Psychological/Surgical  Hospitalization: 

Family  Dis.:  DM  - Heart  D.  - Ca  - Allergies  - Kidney  D.  - HBP  TB  Other 

PM  PM  PM  PM  PM  PM  PM 

SMOKING : ETOH 

PRESENT  ILLNESS: 


FIGURE  1.  Initial  Visit  Form 

Once  a history,  physical,  or  any  particular  lab 
work  has  been  obtained,  it  will  be  recorded  by 
date  on  a white  health  surveillance  flow  sheet 
(Figure  2)  which  is  on  the  first  page  of  our  chart 
with  the  problem  list.  (F igure  3)  This  age-specific 
health  surveillance  sheet  is  only  for  our  medical 
records  personnel  who  utilize  this  form  to  de- 
termine what  items  of  the  data  base  are  yet  to  be 
obtained  and  what  items  are  currently  secured. 
These  are  different  surveillance  flow  sheets 
based  on  the  age  division  described  earlier.  Since 
this  form  has  adhesive  backing,  the  one  appro- 
priate for  age  is  placed  on  the  patient’s  problem 
list  page  in  the  area  designated  “Health  Surveil- 
lance Update.” 

To  aid  in  the  easy  retrieval  of  laboratory  data 
and  physiological  testing  results,  we  have  de- 
veloped a special  flow  sheet  to  reduce  time  spent 
extracting  data  from  the  chart.  Furthermore, 
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AGE  50  AND  OLDER  (YOB  19  ) 


RCS  (q  YR) 

19  , 

! II  / 

9 

r 9 

PE  (q  2 

YR) 

19  , 

/ f t 9 

9 

9 9 

PAP/BRST  (q  YR) 

19  , 

t t 9 r 

9 

9 9 

TONOMETRY  (q  2 YR) 

19  , 

/ t 9 t 

/ 

9 9 

QUAIAC 

(q  YR") 

19  , 

f t t 9 

r 

9 9 

LAB 

a.  CBC 

(Stat,  then 

q 

0 yr) 

19 

9 9 9 9 

t 

/ / 

b.  U/A 

(Stat,  then 

q 

yr) 

19 

/ 9 9 9 

r 

t r 

c.  PPD 

(Stat,  then 

q 

10  yr) 

19 

/ / 

d.  SMAC 

(q  2 yr) 

19 

/ / / / 

t 

/ 9 

s . EKG 

(Stat,  then 

q 

5 yr) 

19 

iiit 

/ 

f.  CHEST  X-RAY  (Stat,  then  q 

5 yr)  19  , , , , 


FIGURE  2.  Health  Surveillance  Flow  Sheet 


FIGURE  3.  Problem  List  Page 


during  transcription  the  records  clerk  may  learn 
of  some  specific  exam  or  testing  that  has  been 
done  and  will  note  this  on  the  health  surveillance 
flow  sheet.  Those  items  not  yet  obtained  on  a 
patient  are  listed  on  a small  form,  an  activity 
sheet  (Figure  4)  which  overlays  the  top  of  the 
progress  note  paper.  A simple  check  (/)  is  placed 
in  the  columns  to  the  left  of  the  exam  or  test  not 
yet  completed.  Once  these  are  performed,  the 
check  is  eliminated  and  the  appropriate  date  is 
recorded.  This  arrangement  of  the  chart  allows 
the  physician  or  nurse  practitioner  to  quickly  see 
what  tests,  history,  physical,  etc.,  are  needed  to 
complete  this  patient  s data  base.  During  a pa- 
tient’s acute  care  visit,  the  health  provider  may 
occasionally  draw  a certain  lab  test  or  review  the 
medical  history  to  complete  the  data  base.  The 
data  base  is  therefore  obtained  over  a number  of 
acute  care  visits  and  is  thus  dynamic  in  the  sense 
that  data  base  requirements  can  be  only  tem- 
porarily met  before  time  has  elapsed  necessitat- 
ing the  repetition  of  an  examination,  review  of 
systems,  lab  test,  or  other  data.  In  addition,  our 
medical  records  personnel  review  hospital  dis- 
charge summaries  and  similarly  record  the  com- 
pletion of  various  parts  of  a patient’s  data  base.  As 
a result  we  attempt  to  utilize  all  of  the  available 
information  about  a patient  allowing  us  to  avoid 
repetition  and  unnecessary  costs. 

Finally,  our  well-baby  forms  are  designed  to 
be  all  inclusive.  All  data  to  be  obtained  at  specific 
office  visits  is  clearly  listed  on  a form  based  on  the 
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PATIENT  NEEDS: DATE  LAST  DONE 


ROS 

CURRENT  PE 

PAP 

BREAST 

CBC 

DA 

PPD 

SMAC 

EKG 

CXR 

GUAIAC 

TONOMETRY 

FIGURE  4.  Health  Surveillance  Activity  Sheet 
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child’s  age.  (Figure  5)  These  are  the  only  notes  in 
our  chart  which  are  not  dictated,  but  the  form  is 
designed  so  that  a simple  check  off,  in  most  cases, 
is  appropriate.  On  the  first  visit  to  the  Center, 
the  parent  of  a newborn  is  given  a schedule  of  all 


of  the  well-baby  visits  and  immunizations  as  well 
as  an  explanation  of  our  program.  Fortunately, 
well-baby  visits  are  accepted  as  important  and 
necessary;  and  most  families  adhere  to  our 
suggestions. 


PFHCC 

WELL  CHILD  EXAMS 
B.D.  


DATE: 

1 Month 

DATE: 

2 months 

DATE: 

4 months 

AGE: 

WT:  LT: 

AGE : WT : 

LT: 

AGE: 

WT: 

LT: 

HD: 

CC : TEMP : 

HD:  CC: 

TEMP: 

HD: 

CC: 

TEMP: 

INTERVAL  HISTORY 

INTERVAL  HISTORY 

INTERVAL  HISTORY 

Any  problems  with  pregnancy, 

delivery. 

or  child  at  birth? 

DIET 

DIET 

DIET 

DEVELOPMENT 

DEVELOPMENT 

DEVELOPMENT 

1.  Prone- 

lifts  head 

1.  Prone- 

lifts 

head  45  deg. 

1.  Head  steady-sitting 

2.  Regards  face 

with 

support 

3.  Follows  to 

midline 

2.  Vocalizes 

2.  Eyes  follow  180  deg. 

4.  Responds  to  noise 

3.  Smiles 

responsively 

3.  Grasps  rattle 

4.  Squeals 

5.  Rolls 

over 

PHYSICAL  EXAMINATION 

PHYSICAL  EXAMINATION 

PHYSICAL  EXAMINATION 

N 

Abnormalities 

N 

Abnormalities 

N 

Abnormalities 

Gen . App . 

Gen.  App. 

Gen.  App. 

Skin 

Skin 

Skin 

Head 

Head 

Head 

Nodes 

Nodes 

Nodes 

ENT 

ENT 

ENT 

Chest 

Chest 

Chest 

Lungs 

Lungs 

Lungs 

Heart 

Heart 

Heart 

Afcdom. 

Abdom. 

Abdom. 

Ext.  Gen. 

Ext.  Gen. 

Ext.  Gen. 

Back 

Back 

Back 

Extrem. 

Extrem. 

Extrem. 

Neurol . 

Neurol . 

Neurol . 

PROBMLEMS  (with  plans) 

PROBLEMS 

(with 

plans) 

PROBLEMS  (with  plans) 

SPECIFIC 

PREVENTION 

SPECIFIC 

PREVENTION 

SPECIFIC 

PREVENTION 

Hct . 

VIS. 

DPT  No.  2 

HIPS 

DPT  No.  1 

OPV  No . 2 

Thermometer 

OPV  No.  1 

Sickle  cell  prep. 

TEACHING 

TEACHING 

TEACHING 

1.  Breast  feeding 

1.  Sibling  jealously 

1.  First 

solid  foods 

2.  Bottle  feeding 

2.  Individual 

differences 

2 . Spoon 

feeding 

3.  Supplements 

3.  Sweets,  sugar 

4.  Stimulation 

3.  Immunizations 

4.  Sleep 

arrangements 

5.  Babysitter 

4.  Safety 

5.  Safety 

6.  Safety 

5.  Handout 

6 . Handout 

7.  Fever 

instruction 

8.  Handout 

FIGURE  5.  Well  Baby  Form 
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COMMENT 

Although  our  method  of  data  base  collections  is 
certainly  a compromise,  we  feel  that  it  has 
worked  extremely  well  and  has  provided  the 
physician  with  very  helpful  and  easily  obtainable 
information.  The  pitfalls  of  such  a system  are 
many,  since  it  requires  medical  records  person- 
nel such  as  ours  who  have  the  ability  to  do  a 
certain  amount  of  reasoning  and  are  capable  of 
handling  a great  deal  of  responsibility  in  typing 
progress  notes  and  extracting  and  processing 
medical  information. 

By  utilizing  this  system,  we  have  made  a satis- 
factory compromise  between  a health  surveil- 
lance program  desired  by  our  physicians  and  the 
traditional,  acute  care  desired  by  the  majority  of 
our  patients.  As  a result,  our  health  providers  can 
monitor  patient  health,  assess  risk  factors,  pro- 
vide treatment  and  preventative  measures  while 
not  sacrificing  patient  expectations  and  satisfac- 
tion. 

Furthermore,  this  method  may  be  considered 
by  some  as  expensive;  but  we  feel  that  the  bene- 


fits gained,  including  the  ease  of  use  by  physi- 
cians and  nurse  practitioners  are  invaluable.  □ 
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An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 

(912)  764-6236 
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Vermox:  the  only  anthelmintic 
highly  effective 
against  whipworm. 


Jv 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%  * 

93%** 

Mintezol1 

35%  t 

45%  tt 

Antiminth2 

Not  Indicated 

Povan3 

Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm— 68%; 
roundworm— 98%;  hookworm— 96%. That  agent  is  VERMOX." 

Please  see  following  page  for  Summary  of  Prescribing  Information. 

Broad-spectrum  coverage 
in  mixed  helminthic  infections 


Vermox 

(mebendazole) 


TABLETS 
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VINCE  MOSELEY,  M.D.,  F.A.C.P. 
1912-1980 

With  the  passing  of  Vince  Moseley  our  profes- 
sion has  lost  one  of  its  number  who  was  truly 
exceptional.  Newspaper  obituaries  at  the  time  of 
his  death  have  listed  his  many  accomplishments 
and  the  honors  and  tributes  paid  him  during  his 
life.  Those  honors  and  tributes  received  while  he 
was  alive  meant  much  to  Dr.  Moseley,  I am  sure, 
and  this  editorial  is  not  an  attempt  to  add  to  the 
list  posthumously.  Moreover,  it  is  felt  that  a 
closer  look  at  the  man  we  knew  would  have 
meaning  for  a great  number  of  physicians  in  the 
state  — each  drawing  from  his  own  memory, 
encounters  from  formative  years  in  medical  train- 
ing or  later  associations  through  one  of  Dr. 
Moseley  s many  statewide  projects. 

Dr.  Moseley  received  his  undergraduate  edu- 
cation at  Clemson  and  Duke  University  with  an 
A.B.  from  the  latter.  His  medical  degree  was 
awarded  by  Duke  University  in  1936  and  for  the 
next  five  years  he  furthered  his  training  in 
medicine  with  a variety  of  fellowships.  During 
World  War  II  he  served  in  the  U.  S.  Army  and 
distinguished  himself  rising  to  the  rank  of  Lt. 
Colonel,  serving  as  head  of  medical  sen  ice  in 
major  military  hospitals  and  was  awarded  the 
Distinguished  Military  Service  Award  by  the 
Secretary  of  the  Army  in  1947. 

During  his  thirty-one  years  with  the  Medical 
University  of  South  Carolina,  thirty  years  as  a 
professor  of  medicine,  he  had  a variety  of  respon- 
sibilities. When  he  first  came  to  M.U.S.C.,  itwas 
called  the  Medical  College  of  South  Carolina. 
Full  time  faculty7  members  were  few  and  remu- 
neration was  rather  meager;  therefore,  in  addi- 
tion to  his  teaching  responsibilities  he  had  a pri- 
vate referral  practice  and  those  experiences  al- 
lowed him  to  give  his  students  greater  insight 
into  doctor-patient  relationships.  Medical  stu- 
dents knew  him  as  a professor  of  medicine  who 
did  not  hide  his  impatience  with  the  lazy  student, 
yet  he  showed  understanding  and  compassion  for 
the  slow  student  and  all  the  while  he  provided 


unrelenting  challenge  for  the  bright  student.  He 
was  respected  by  his  students  and  remembering 
eyes  peering  over  half  lens  glasses,  there  may 
hav  e even  been  a little  healthy  fear  of  him. 

The  patients  he  saw  in  his  private  practice 
idolized  him.  His  professionalism  was  not  of  the 
stilted  type  that  kept  the  patient  in  awe  and  at  a 
distance.  He  could  quickly  evaluate  the  personal- 
ity of  a patient  and  develop  the  necessary  rap- 
port, be  the  patient  a stressed  corporation  presi- 
dent, an  unappreciated  housewife,  or  the  unfor- 
tunate indigent.  He  was  known  throughout 
South  Carolina  for  his  diagnostic  skills  and  al- 
though his  practice  was  largely  on  a referral  basis, 
numerous  people  in  the  lower  part  of  the  state 
considered  him  their  doctor.  The  town  of  Lake 
City,  S.  C.,  cited  him  with  a special  Humanita- 
rian Award. 

Most  certainly,  his  residents  were  the  lucky 
ones.  We  were  exposed  to  one  of  the  best  of 
bedside  teachers  and  enjoyed  a comraderv  with 
our  Chief  that  today  probably  cannot  exist  with 
the  fragmentation  of  patient  care  that  has  evolved 
with  subspeeialization.  The  hours  on  his  service 
were  long,  but  no  longer  than  his  own  and  the 
reward  in  learning  was  great.  He  was  meticulous 
when  taking  a medical  history  and  no  resident 
escaped  the  chagrin  of  hearing  him  extract  from  a 
patient  information,  earlier  missed,  that  reached 
the  crux  of  the  patient’s  problem.  He  often  re- 
minded us  that  “most  of  the  time  the  patient  will 
tell  us  what  is  wrong  with  him  if  we  will  just 
listen  ’,  but  he  quickly  added  that  though  the 
history  might  give  the  diagnosis,  "it  is  the  com- 
plete physical  examination  and  laying  on  of  hands 
that  gives  the  patient  confidence  in  our  diag- 
nosis . His  residents  felt  a closeness  to  him  that 
in  his  absence  prompted  them  to  refer  to  him  as 
“Vince”,  but  even  years  later  in  his  presence  he 
was  always  “Dr.  Moseley  . He  was  indeed  the 
ideal  internist  role  model,  truly  our  mentor  — 
our  “Osier”. 
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As  time  passed,  his  responsibilities  at 
M.U.S.C.  took  him  more  and  more  into  adminis- 
trative roles  and  away  from  bedside  teaching,  but 
his  activities  always  involved  projects  oriented 
toward  medical  education  or  care  of  the  sick.  His 
contributions  as  Coordinator  of  the  South  Caro- 
lina Regional  Medical  Program,  Assistant 
Academic  Vice-President  and  Coordinator  for 
Extramural  Affairs  for  M.U.S.C.  and  Director  of 
the  Division  of  Continuing  Education  are  well 
known.  It  was  natural  that  the  South  Carolina 
Medical  Association  would  ask  him  to  serve  as 
chairman  of  its  first  Committee  on  Continuing 
Medical  Education  and  under  his  direction  a 
mechanism  was  developed  that  assured  national 
recognition  of  local  S.C.M.A.  accredited  educa- 
tional programs. 

He  was  always  concerned  for  the  handicapped, 
for  years  serving  as  a member  of  the  State  Com- 
mission for  Mental  Retardation  and  recently  he 
had  been  elected  Chairman  of  the  Goodwill  In- 
dustries of  Lower  South  Carolina.  His  contribu- 
tions to  the  state  were  recognized  in  May  by  a 
Joint  Resolution  of  appreciation  from  the  South 
Carolina  House  and  Senate,  and  Governor  Riley 


awarded  him  the  “Order  of  the  Palmetto”. 

As  the  foregoing  suggests,  his  mental  energy 
needed  a broad  spectrum  of  interests,  the  pursuit 
of  which  required  matching  physical  energy.  His 
library  on  the  subject  of  comparative  religions  of 
the  world  was  larger  than  his  collection  of  medi- 
cal texts.  Even  his  hobbies  were  cerebral  in  na- 
ture with  his  favorite  being  the  history  of  South 
Carolina  and  particularly  the  study  of  Francis 
Marion.  Remarkably,  many  of  Dr.  Moseley’s  ac- 
complishments occured  after  he  could  no  longer 
rely  on  good  health  for  support. 

It  is  apparent  that  Vince  Moseley  was  a man  of 
impact,  a moving  force,  but  quietly  so.  In  physi- 
cal stature  he  was  not  a tall  man,  but  if  measured 
by  the  yardsticks  of  accomplishments  for  his  fel- 
low man,  contributions  to  medical  education  in 
South  Carolina,  and  dedication  to  his  profession, 
he  was  a veritable  giant.  Those  who  knew  him 
will  agree  that  there  is  no  risk  of  triteness  to  say 
that  one  such  as  he  does  not  often  come  this  way. 
We  have  lost  the  man  and  he  is  missed,  but  his 
example  is  ever-present  in  a generation  of  South 
Carolina  physicians. 

— EMM 


FOUND:  A POINT  ON  THE  COMPASS 


In  the  minds  of  many,  the  deaths  of  men  like 
Dr.  Vince  Moseley  symbolize  the  passing  of  an 
era.  The  golden  age  which  seems  to  be  in 
jeopardy  is  that  of  the  “Oslerian  tradition”  in 
internal  medicine.1  This  tradition  found  its  em- 
bodiment in  well-rounded  internists  like  Dr. 
Moseley  who,  rather  than  retreating  to  one  sub- 
speciality or  another,  demonstrated  broad  com- 
petence throughout  the  discipline.  Diagnosis 
today  often  hinges  more  on  the  results  of  recent- 
ly-developed laboratory  or  radiographic  proce- 
dures than  on  the  opinion  of  a master  clinician. 

Among  the  Oslerian  aphorisms  stands  the 
famous  “four  points  on  the  compass”  — inspec- 
tion, palpation,  percussion,  auscultation.  These 
are  still  taught  to  our  medical  students,  but  it 
must  be  admitted  that  one  of  them,  percussion, 
has  been  de-emphasized  in  recent  years.  We 
have  taught  that  this  method  is  an  unreliable  way 
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to  estimate  heart  size.  Although  still  used  to 
evaluate  the  lung  fields,  it  is  not  unusual  to  find 
the  procedure  omitted.  Speaking  only  as  one 
physician,  I have  to  admit  that  I have  found 
percussion  to  be  of  much  less  value  than  the 
other  “points  on  the  compass”,  except  perhaps  to 
determine  whether  the  diaphragm  moves.  And  I 
always  had  a difficult  time  sensing  with  the 
pleximeter  finger  all  that  was  described  in  the 
older  textbooks  of  physical  diagnosis. 

Recently,  Dr.  John  Guarino,  of  the  Veterans 
Administration  Medical  Center  in  Boise,  Idaho, 
described  in  The  Lancet  a novel  method  for  per- 
cussing the  chest  which  he  has  used  for  more 
than  25  years.  Dr.  Guarino  relies  neither  on  the 
note  made  by  the  percussion  finger  striking  the 
pleximeter  finger  nor  on  the  sensations  obtained 
by  the  pleximeter  finger.  Rather,  he  listens  to  the 
chest  with  the  diaphragm  of  his  stethoscope.  He 
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taps  the  manubrium  of  the  sternum  lightly  with 
one  finger,  while  moving  the  stethoscope  to  the 
various  lung  fields  and  comparing  the  notes 
transmitted  to  different  areas.  Dr.  Guarino  re- 
ports that  he  can  detect  lesions  less  than  2 cm  in 
diameter  with  his  method.2 

Having  tried  his  method,  I am  happy  to  report 
that  it  works!  It  is  remarkably  simple  and  time- 
saving, and  seems  to  be  — as  Dr  Guarino  alleges 

— much  more  sensitive  than  the  former  method 
of  percussion  of  the  chest.  What  a delight  to  find 

— in  this  day  of  the  computerized  scan  — power- 
ful new  methods  of  physical  diagnosis!  Optimisti- 


cally, one  hopes  that  there  will  always  be  a place 
for  physicians  cut  in  the  traditional  mold  — like 
Dr.  Vince  Moseley  — and  who  practice  listening 
to  patients,  recording  careful  histories,  perform- 
ing detailed  physical  examinations,  and  exercis- 
ing clinical  judgment. 

— CSB 
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“CAROL1NAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28204 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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P.  0 Box  240197, 1715  Sharon  Road  West,  Charlotte,  N.C.  28224 


For  information  Call  (704)  554  0285 
James  F.  Emmert,  Executive  Director 
Rex  8,  Taggart,  M.D.,  Medical  Director 


FOR  THE  CHEMICALLY  DEPENDENT 


At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 


• Full  time  physician 

• Psychiatric  consultant 

• Registered  nurses 


• Professional  counseling  staff 

• Family  program 

• After-care  program 


STEP  UP  TO  THE  MAXIMUM 
IN  PAIN  RELIEF  WITH 


MAXIGESICtB 

capsules 


ENHANCED  ANALGESIA  WITHOUT  AN 
INCREASE  IN  THE  QUANTITY  OF 
NARCOTIC  USED 

Description:  Each  gray  and  white  capsule  contains:  Codeine — 30  mg.  (Warning:  May  be  habit  forming); 
Acetaminophen — 325  mg.;  Promethazine  HCI — 6.25  mg. 

Action:  Maxigesic  capsules  provide  enhanced  analgesia  plus  mild  sedation.  Codeine  provides  analgesic  and 
antitussive  actions.  Acetaminophen  is  an  effective  analgesic  and  antipyretic.  Promethazine  has  antiemetic  and 
antihistaminic  actions. 

Indications:  Maxigesic  provides  enhanced  analgesia  for  the  relief  from  the  discomfort  of  moderate  acute 
pain  such  as  may  be  associated  with  arthritis,  bursitis,  dysmenorrhea,  myalgias,  neuralgias,  sinusitis, 
rheumatoid  conditions,  headache,  tension  headache,  toothache  and  pain  associated  with  dental  procedures. 
It  may  also  be  useful  in  the  temporary  relief  of  symptoms  of  the  common  cold  and  fever. 
Contraindications:  Hypersensitivity  to  any  of  the  ingredients. 

Warnings:  As  with  other  codeine-containing  preparations  which  may  be  habit  forming,  administration  is  not 
recommended  over  an  extended  period. 

Precautions:  Maxigesic  capsules  may  produce  drowsiness  or  dizziness  which  may  impare  ability  to  drive  or 
perform  other  tasks  requiring  alertness.  Patients  should  be  warned  not  to  drive  an  automobile  or  operate 
machinery  should  they  experience  such  reactions  while  taking  this  drug.  In  such  cases,  reduction  in  dosage  or 
discontinuance  of  the  drug  should  be  considered.  Avoid  alcoholic  beverages.  As  with  all  narcotic  medications, 
care  should  be  exercised  in  prescribing  this  product  in  view  of  the  possibility  of  suppression  of  productive 
cough. 

Adverse  Reactions:  As  with  other  narcotic  containing  products,  drowsiness,  constipation,  miosis,  nausea 
and  vomiting  may  occur. 

Dosage  and  Administration:  Adults:  1 to  2 capsules  every  4 hours  as  needed  for  pain. 

Children,  6 to  12  years  of  ages:  1 capsule  every  4 hours.  r- 

How  Supplied:  Bottles  of  100  - NDC  12814  — 202-01 
Bottles  of  1000  - NDC  12814  — 202-10 

For  technical  discussion,  clinical 
studies  & samples  please  contact 


W.F.  Merchant 

Pharmaceutical  Company, Inc. 

P O Box  6 

Mt  Rainier,  Md  20822 

Call  Collect  202-635-7890  ^ 
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Health  and  Safety  Tip 

From  the  American  Medical  Association  * 


535  North  Dearborn  Street/Chicago,  Illinois  60610 


Air  Travelers  Face 
Jet  Lag  Fatigue 

Jet  Lag 
Is  Hazard 


The  most  obvious  con- 
tributor to  stress  in  the  mod- 
ern world  travel  style  is  “jet 
lag  fatigue.’ ’ 

An  air  traveler  who  de- 
parts from  New  York  for 
Italy  at  5:30  p.m.  crosses 
seven  time  zones  during  a 
seven-hour  flight,  and  ar- 
rives in  Rome  at  7:30  a.m. 
Rome  time.  But  it  is  12:30 
a.m.  in  New  York,  the  middle 
of  the  night  for  the  traveler. 

There  is  great  variability 
in  the  effects  of  time  zone 
changes  and  in  one’s  speed 
of  adjustment,  the  American 
Medical  Association  points 
out.  The  young  adjust  easily; 
older  individuals  more 
slowly. 

Tourists  planning  months 
in  advance  for  an  overseas 
vacation  should  take  condi- 
tioning exercises;  a two  to 
three-week  program  of  walk- 
ing up  to  three  miles  a day. 
Avoid  the  Bon  Voyage 
party,  unless  it  is  given  two 
or  three  days  prior  to 
departure. 

In  flight,  remember  that 
two  drinks  at  cruising  al- 
titude are  the  equivalent  of 
three  or  four  on  the  ground. 
Eat  moderately  and  drink 
sparingly.  Get  up  and  walk 
about  the  plane  frequently. 


The  single  most  important 
requirement  on  arrival  at  the 
overseas  destination  is  sleep 
and  rest.  A flight  to  Europe 
should  be  followed  by  a good 
night’s  sleep  before  sight- 
seeing or  business. 

A simple  formula  often  is 
used  by  tour  groups.  It  calls 
for  rest  stops  of  a day  after 
crossing  four  to  six  time 
zones,  and  two  days  after 
seven  to  ten  zones.  As  cross- 
ings approach  a complete  re- 
versal of  the  day-night  cycle, 
three  days  of  rest  are  wel- 
comed by  any  traveler,  par- 
ticularly if  in  late  middle  age 
or  afflicted  with  insomnia. 

North-south  flights  cross 
no  time  zones,  or  only  one, 
and  should  result  in  only 
normal  fatigue. 

A pretravel  health  review 
with  your  physician  may 
help  forestall  health 
emergencies  while  on  tour. 
There  are  some  individuals 
who  should  not  board  long 
jet  flights.  These  include 
women  beyond  the  eighth 
month  of  pregnancy,  infants 
less  than  two  weeks  old,  in- 
dividuals with  contagious 
disease,  those  with  large  un- 
supported hernias,  psycho- 
tics,  acute  respiratory  infec- 
tion patients  (severe  colds  or 
flu),  those  with  certain  heart 
problems  (ask  your  doctor), 
and  poorly  stabilized  con- 
valescent postoperative  or 
handicapped  people. 

Jet  lag  fatigue  may  be  held 
to  a minimum  by  proper 
planning  and  proper  rest  on 
arrival. 


August,  1980 
Frank  Chappell 
Science  News  Editor 
AMA 


getting  back 
to  business 


PI 


OLD  RIP  WOULD  BE  AMAZED 

In  my  years  in  the  practice  of  medicine,  many  changes  have  occured  which  make  medicine  today 
entirely  different  from  what  it  was  when  I first  opened  my  office  in  1950.  In  fact,  if  one  pulled  a “Rip  Van 
Winkle”  and  slept  from  1950  to  1980,  I am  sure  the  doctor  would  stare  in  disbelief  at  what  he  saw  on 
awakening.  The  technological  breakthroughs  have  been  tremendous.  These  tools  to  work  with  have 
made  practicing  medicine  now  versus  then  much  more  self-satisfying  as  so  much  more  can  be  done  for 
patients,  and  their  life  span  has  been  increased. 

Not  only  has  the  technological  part  of  practice  changed  so  much,  but  the  method  of  reimbursement 
has  also  changed.  Third  party  payers  now  cover  a great  many  of  the  people  we  see.  In  1950,  I saw  many 
who  could  not  afford  to  pay.  These  patients  were  allowed  to  pay  $.  50  or  whatev  er  they  could,  my  feelings 
being  that  if  they  paid  anything  at  all  and  they  and  I knew  this  was  all  they  could  pay,  the  patient’s  dignity 
was  left  intact  and  they  could  continue  to  see  the  doctor  without  fear  of  being  cut  off.  All  physicians 
expected  to  see  a group  of  patients  unable  to  pay  the  entire  fee.  Now,  many  of  these  people  pay  nothing, 
as  Medicaid  picks  up  the  tab.  The  SCM  A has  urged  some  form  of  co-payment  by  these  people,  but  as  yet 
has  been  unsuccessful  in  getting  this  accomplished. 

With  all  die  technological  breakthroughs  and  differences  in  reimbursement  came  another  big  change 
in  our  practices  — the  “right”  to  medical  care  rather  than  the  “privilege”.  And  w ith  the  “right”  came  the 
hue  and  cry  for  access  to  medical  care.  I was  annoyed  that  so  many  were  identified  as  not  being  able  to 
see  a doctor.  However,  although  many  were  identified  who  did  not  have  the  ability  to  see  a doctor,  it  w7as 
not  always  the  doctor’s  fault. 

All  this  brings  me  to  discuss  several  more  of  the  objectives  for  this  year.  I have  urged  that  physicians  in 
South  Carolina  see  any  patient  regardless  of  method  of  reimbursement.  No  one  can  be  forced  to  do  this, 
but  if  we  are  to  be  “true  physicians  ”,  this  would  not  have  to  be  one  of  our  objectives  this  year. 

Another  method  of  increasing  access  to  care  is  for  county  medical  societies  to  keep  a rotating  list  of 
physicians  capable  of  accepting  new7  patients  and  publicize  this  by  means  of  an  ad  in  the  yellow  pages  of 
the  telephone  directory.  Make  this  service  known  to  hospitals,  greeting  companies  such  as  “Welcome 
Wagon”,  and  Chambers  of  Commerce.  All  county  medical  societies  are  urged  to  accomplish  this  as  soon 
as  possible. 

Perhaps  the  problem  of  access  will  solve  itself  in  a few7  short  years  when  the  glut  of  students  now  in  the 
pipeline  reaches  the  time  of  entry  into  practice.  The  timetable  says  1985  and  fonvard.  Too  many 
physicians  trying  to  gain  a practice  will  assure  patients  of  being  seen.  A w7ord  of  fatherly  advice  to  those  in 
practice  now  may  be  appropriate  about  this.  If  w7e  are  nice  to  patients  now  and  see  all  w7ho  would  come, 
the  excess  of  physicians  will  make  little  difference  in  our  practices.  If  you  are  difficult  to  see  now,  the 
grapevine  will  keep  you  that  wav  and  the  future  will  not  be  as  bright. 

Have  you  signed  up  a new  member  yet?  Remember  . . . 

MEMBERSHIP  IS  UNITY  FOR  STRENGTH. 

Halsted  M.  Stone,  M.D. 

President 
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Firsl  North  Carolina  Corporation 

Investment  Counsel 


PROVIDING  INDIVIDUAL  INVESTMENT  MANAGEMENT  SERVICES 
TO  PENSION  AND  PROFIT  SHARING  PLANS 
IN  THE  MEDICAL  PROFESSION 


Call  Ken  ()  Herron  in  Raleigh 

4300  Six  Forks  Road 
P.  ().  Box  17735 
Raleigh,  North  Carolina  27619 

Telephone 

919/781-6040 


CIRCUBID 

For  Nocturnal  Leg  Cramps,  Cold  Hands  & Feet  Due 


150  MG 


to  Poor  Peripheral  Circulation 

Circubid  is  a prolonged  release  capsule  con- 
taining 150  mg.  ethaverine  hydrochlonda 
Ethaverine  (ethyl  papaverine)  is  a more 
active  derivative  of  papaverine  obtained 
by  the  synthetic  replacement  of  four 
side  methoxy  groups.  Ethaverine  in- 
duces the  direct  relaxation  of  vascular 
smooth  muscle  which  may  improve 
circulation  Circubid  (ethaverine 
hydrochloride)  may  be  particularlv 
useful  for  nocturnal  leg  cramps  and 
paresthesia  exhibited  as  cold  hands 
and  feet.  For  the  geriatric,  the  pro- 
longed release  of  Circubid  (ethaverine 
hydrochloride)  with  a simplified  b i d 
dosage  increases  compliance  and 
realizes  continuous  benefits,  especially 
in  the  forgetful  patient.  The  incidence 
of  side  effects  is  equal  or  less  than  a placebo  as 
shown  in  clinical  studies. ' Prescribe  Cir- 
cubid for  the  symptoms  that  are  of  major 
concern  to  your  geriatric  patient. 

William  J Oswald.  M D . "Pharmacology  of  Ethaverine  HCI" 

Southern  Medical  Journal. 

December  1975  - Vol  68.  No  12 


For  technical  discussion,  clinical  studies  & 
samples,  please  contact 


ETHAVERINE  HYDROCLORIDE 
MICRO-DIALYSIS  CAPSULES 

Each  capsule*  contains:  Ethavenne  HCI  150  mg  Action: 

Ethavenne  HCI  acts  directly  on  the  smooth  muscle  cells  without 
involving  the  autonomic  nervous  system  or  its  receptors.  Indica- 
tions: In  penpheral  and  cerebral  vascular  insufficiency  associated 
with  artenal  spasm,  in  spastic  conditions  of  the  gastro  intestinal  and 
genitounnary  tracts  Contraindications:  Contraindicated  in  the 
presence  of  complete  atnoventncular  dissociation  Precautions:  It 
should  be  administered  with  caution  in  patients  with  glaucoma  It 
should  not  be  used  in  pregnant  women  or  women  of  childbeanng 
age  unless  directed  by  a physician  Adverse  reac- 
tions: Even  though  the  incidence  ol  side  effects 
as  reported  in  literature  is  very  low.  it  is  possible 
for  the  patient  to  evidence  nausea,  anorexia,  ab- 
dominal distress,  dryness  of  the  throat,  hypoten 
sion.  flushing,  sweating,  vertigo,  respiratory  depres 
sion.  cardiac  depression,  cardiac  arrhythmia  and 
headache  If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication  Dosage:  The 
usual  adult  dose  is  300  mg  daily,  one  capsule 
every  1 2 hours  In  more  difficult  cases  the  dosage 
may  be  increased  to  600  mg  daily  as  determined 
by  the  physician  It  is  most  effective  given  eariy  in 
the  course  of  the  vascular  disorder  Because  of  the 
chronic  nature  of  the  disease,  long  term  therapy  is 
required 

1 Manufactured  to  provide  a prolonged  therapeutic  effect 


W.F.  Merchant 

Pharmaceutical  Companyjnc. 

P.O.Box  6 

Mt.  Rainier,  Md.  20822 

Call  Collect  202-635-7890 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


and  Doctor  — How  about  you? 

It  is  never  too  soon  or  too  late  to  begin  eating  right  or  exercising  regularly.  That  is  the 
message  AMA  Auxiliary'  members  are  giving  to  Americans  across  the  country'  as  they  begin  the 
second  year  of  their  “Shape  Up  for  Life”  campaign. 

Launched  at  the  auxiliary’s  1979  Convention,  the  campaign,  which  is  directed  by  the 
national  Health  Projects  Committee,  springs  from  the  organization’s  long-time  interest  in 
making  people  aware  of  fitness  and  what  they  can  do  to  help  keep  themselves  healthy.  And  it  is 
the  auxiliary’s  contribution  to  the  health  care  industry’s  Voluntary'  Effort  for  cost  containment. 

The  campaign  logo  which  appears  on  all  campaign  materials,  was  designed  by  Draper 
Daniels,  Inc.,  Advertising,  especially  for  the  Auxiliary  campaign.  It  symbolizes  the  good 
feeling  which  comes  from  optimum  health. 

Key  components  of  the  effort  include  a poster  and  pamphlet  suitable  for  placing  in  doctors’ 
offices,  schools,  union  halls,  businesses,  industries,  civic  centers,  churches,  clinics,  and  other 
public  buildings.  A new  “Food  for  Fitness  Package  Program”  gives  ideas  for  community 
projects,  plus  resources  for  films  and  other  materials.  Radio  and  television  public  service 
announcements,  prepared  by  Draper  Daniels  for  the  AMA  have  carried  the  “Shape  Up  for 
Life”  message  already  into  millions  of  homes. 

Not  a one-year  effort,  the  campaign  focus  in  1979-80  was  food  for  fitness.  In  July  of  this  year, 
a second  phase  was  introduced  which  focuses  on  physical  fitness. 

Materials  and  information  are  available  for  y'our  use.  Ask  your  spouse  to  contact  her  local 
county  auxiliary'.  Or  write  directly  to  AMA  Auxiliary,  535  North  Dearborn  St.,  Chicago,  IL 
60616. 
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CLASSIFIED 


DIRECTOR  OF  ANESTHESIOLOGY  — Posi- 
tion located  in  lovely  community  of  Eastern 
North  Carolina.  Choice  of  establishing  private 
solo  practice  with  stipend  for  directorship  or  tak- 
ing salary  position  as  employee  in  well-equipped 
and  computerized  hospital.  Back-up  coverage 
provided.  Good  benefits.  Call  Durham  Medical 
Search  at  (716)  852-5911.  505-N  Statler  Office 
Building,  Buffalo,  NY  14202 


PHYSICIANS: 

(1)  ASSISTANT  HEALTH  DIRECTOR  FOR 
DISEASE  CONTROL:  Internist  or  Family 
Physician  with  training  and  experience  in 
preventive  and  clinical  medicine  sought  to 
head  a four  program  division  of  Communica- 
ble Disease,  Tuberculosis  and  Venereal  Dis- 
ease Control  and  Public  Health  Laboratory, 
supervise  a staff  of  35  and  participate  in  other 
public  health  activities. 

(2)  PEDIATRICIAN  FOR  SCHOOL 
HEALTH,  BC/BE,  sought  to  act  as  clini- 
cian/consultant of  a large  program  and  par- 
ticipate in  other  community  health  activities. 

Requirements: 

Eligibility  for  North  Carolina  Medical  Licensure 
Compensation: 

$42,068-$49,478  starting  annual  salary  range  and 
excellent  fringe  benefits 

Apply: 

Basil  G.  Delta,  M.D.,  M.P.H.,  Director 
Mecklenburg  County  Health  Department 
249  Billingsley  Road 
Charlotte,  North  Carolina  28211 
(704)  375-1885 


LOCUM  TENENS  work  wanted  — Family  and 
General  Practice,  open  availability  — T.  C. 
Kolff,  M.D.  801-566-1666. 
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REWARDING 

OPPORTUNITY 

Expanding  hospital  in  Pee  Dee  area  of 
state  requires  full-time  Director  for 
low  volume  Emergency  Department. 
A rewarding  opportunity;  physician 
can  be  as  active  as  he  wants.  Flexible 
scheduling;  generous  compensation. 

Contact: 

EMERGENCY  PHYSICIANS 
GROUP 

P.  O.  Box  6516 
Columbia,  S.  C.  29260 
Telephone:  (803)  738-9088 

9:00  a. m. -5:00  p.m. 
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In  1961,  Culbertson1  following  extensive  ex- 
perimental work,  predicted  the  possibility  of 
human  infection  by  free-living  ameba.  This  pos- 
sibility became  a reality  with  the  report  by 
Rowler  and  Carter  in  1965, 2 of  several  cases  of 
human  disease  caused  by  these  organisms  in  Aus- 
tralia. Subsequently,  reports  of  human  infection 
with  free-living  ameba  have  been  reported  from 
many  parts  of  the  world,  including  a number  of 
cases  from  the  United  States. 

At  the  time  of  this  writing,  more  than  100  cases 
of  this  disease  have  been  reported.  While  most  of 
these  cases  have  been  in  young  persons,  the 
youngest  noted  in  the  literature  to  date  was 
seven  months  old.  This  was  reported  by  Pereira 
et  al3  in  1966  and  was  however,  by  no  means 
typical  in  its  pathological  features.  At  the  time  of 
the  child’s  death,  the  agent  causing  the  illness 
was  not  known  to  be  an  ameba,  but  instead  was 
considered  a new  agent,  “Ryan  Virus”.  This 
“virus”  was  later  identified  as  an  ameba  of  the 
genus  Hartmannella. 

The  case  reported  in  this  present  paper  oc- 
cured  in  a four  months  old  white  male  and  ap- 
pears to  be  the  youngest  patient  to  have  died  of 
amebic  meningoencephalitis  recorded  in  the  lit- 
erature thus  far. 


* The  T.  R.  W.  Wilson  Memorial  Laboratories,  Greenville 
Hospital  System,  701  Grove  Road,  Greenville,  S.C.  29605 


CASE  REPORT 

This  four  month  old  white  male  infant  was 
admitted  on  August  29,  1978  to  a small  hospital  in 
western  South  Carolina  with  a history  of  diarrhea 
and  vomiting  for  at  least  one  week.  When 
examined  by  his  physician,  the  infant  was  lethar- 
gic, responded  poorly  to  stimuli,  and  showed  loss 
of  skin  turgor  and  depressed  fontanels.  The  ini- 
tial impression  was  gastroenteritis  with  dehydra- 
tion. The  infant  had  been  in  fairly  good  general 
health  until  the  present  illness  although  the  in- 
fant’s mother  thought  there  had  been  some  slight 
seizure  activity  at  about  2M>  months  of  age. 

Laboratory  data  disclosed  a hemoglobin  of 
19.3  grams,  a WBC  of  9,400  with  88%  polys,  1 
stab  and  11  lymphocytes.  Platelets  were  said  to 
be  adequate  on  the  smear.  A serum  sodium  was 
108  meq/L,  potassium  3.9  meq/L,  chloride  71 
meq/L,  and  C02  29  meq/L  on  admission.  A total 
protein  was  2. 1 g/dl  and  an  albumin  was  1.2  g/dl 
two  days  after  admission. 

Respiratory  difficulty  and  slight  seizure  activ- 
ity were  noted  and  the  infant  was  transferred  to 
Greenville  General  Hospital  on  August  31,  1978. 
After  transfer,  he  continued  to  show  lack  of  alert- 
ness and  manifested  CNS  irritability  despite  evi- 
dence of  adequate  rehydration.  A spinal  fluid  was 
acellular.  The  infant  died  three  days  after  arrival 
at  this  hospital. 
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PATHOLOGIC  FINDINGS 

An  autopsy  was  performed  2lA  hours  after 
death.  The  significant  changes  were  confined  to 
the  brain  and  meninges. 

The  brain  weighed  545  grams.  There  were  a 
number  of  moderately  soft  red-brown  irregular 
lesions  that  were  most  prevalent  over  the 
superior  parietal  lobes  bilaterally.  A single  simi- 
lar lesion  was  present  on  the  inferior  right  tem- 
poral lobe.  Coronal  sections  disclosed  similar  le- 
sions extending  down  the  sagittal  fissure  and  in- 
volving the  cingulate  gyri  on  both  sides.  All  these 
lesions  appeared  to  involve  mainly  the  gray  mat- 
ter. There  were  also  scattered  small  dull  yellow 
areas  involving  the  grey  and  white  matter  in  a 
number  of  foci  throughout  the  brain,  including 
the  cerebellum. 

Microscopically,  there  were  focal,  fairly  dense 
inflammatory  infiltrates  in  the  leptomeninges. 
These  were  composed  of  about  half  mononuclear 
and  half  polymorphonuclear  cells.  The  brain  sub- 
stance beneath  the  meningeal  inflammation  dis- 
closed irregular  foci  of  disruption  of  the  paren- 
chyma with  hemorrage,  inflammatory  infiltrates, 
and  scattered  foci  of  frank  necrosis.  In  these 
areas,  frequent  focal  collections  of  amoebic 
trophozoites  were  present.  They  were  most 
numerous  about  vessels  in  the  grey  matter,  (Fig. 
1)  but  could  be  found  throughout  the  zone  of 
inflammation  and  occasionally  in  the  meningeal 
infiltrate.  These  organisms  were  of  variable 
shapes  but  generally  tended  to  be  round,  have  a 
magenta  cytoplasm  in  hematoxylin  and  eosin 
stain,  and  a small  round  nucleus  with  a promi- 
nent central  karyosome,  (Fig.  2)  surrounded  by  a 
distinct  clear  zone.  Occasionally  vacuoles  were 
seen  in  the  cytoplasm.  These  cytological  features 
were  enhanced  when  the  amoeba  were  stained 
with  Masson  and  iron  hematoxylin  stains.  Rare, 
wrinkled,  double-walled  cysts  were  seen  (Fig. 3). 
The  organisms  were  prominent  and  were  quite 
distinct  in  appearance  from  macrophages,  which 
occasionally  were  found  in  clusters,  generally 
about  the  border  of  the  inflammatory  focus.  A 
few  groups  of  Langhan’s  type  giant  cells  (Fig.  4) 
were  present  and  fairly  frequent  distinct  foci  of 
necrosis  with  palisaded  borders  and  frequent  cal- 
cific densities  were  seen,  usually  in  the  deeper 
grey  matter  and  rarely  in  the  white  matter.  Occa- 
sional thrombosed  blood  vessels  were  seen  in  the 
grey  matter. 
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Except  for  moderate  diffuse  fatty  metamor- 
phosis of  the  liver  and  mild  focal  pulmonary 
hyperemia,  the  remainder  of  the  gross  and  mi- 
croscopic examination  was  unremarkable.  No 
evidence  of  myocarditis  was  seen. 

DISCUSSION 

Currently,  the  major  genera  of  free-living 
ameba  thought  to  cause  human  illness  are  Nae- 
gleria  and  Acanthamoeba.  Distinguishing  be- 
tween these  two  genera  is  sometimes  a difficult 
task.  There  are  certain  morphologic  features 
however,  which  allow  identification  of  the  causa- 
tive agent  with  reasonable  certainty.  The 
trophozoites  of  Naegleria  are  generally  smaller 
than  Acanthamoeba . Cysts  with  wrinkled  double 
walls  are  found  in  tissue  only  in  cases  of  Acan- 
thamoeba. Most  case  reports  describe  a signifi- 
cant granulomatous  reaction  only  in  Acan- 
thamoeba. A report  from  Korea  describes  a 
granulomatous  reaction  produced  by  Acan- 
thamoeba in  the  subcutaneum,  adrenal  gland, 
pancreas,  in  addition  to  acute  and  some  granu- 
lomatous lesions  of  the  brain.4  At  the  present 
time,  Acanthamoeba  has  not  been  cultured  from 
cerebral  lesions  of  cases  thought  to  be  caused  by 
this  organism.5  Culture  of  Naegleria  from  appro- 
priate specimens  is  a routine  finding. 

Other  features  may  also  tend  to  aid  in  separa- 
tion of  these  two  organisms.  A “chronic”  clinical 
course  is  reported  most  often  in  Acanthamoeba 
sp.  while  a very  acute  course  appears  to  be  the 
rule  in  ISIaegleria  infections.  A focal  patchy  tissue 
reaction,  with  thrombosis  often  a feature  is  some- 
times seen  in  Acanthamoeba  infections.  The  case 
presented  here  had  a comparatively  lengthy  clin- 
ical course,  displayed  patchy  areas  of  necrotizing 
inflammation,  frequently  with  a zone  of  promi- 
nent granulomatous  reaction  and  had  relatively 
numerous  collections  of  large  trophozoites.  All 
these  findings  are  characteristic  of  Acanthamoe- 
ba. A very  important  diagnostic  feature  was  the 
presence  of  infrequent  wrinkled  double  walled 
cysts.  It  is  felt  on  the  basis  of  these  morphological 
features  that  the  causative  agent  was  an  Acan- 
thamoeba sp. 

While  a history  of  swimming  or  at  least  inti- 
mate contact  with  potentially  contaminated 
water  is  the  usual  finding  in  Naegleria,  such  a 
history  is  infrequent  in  cases  caused  by  Acan- 
thamoeba sp.5  The  patient  reported  here  was 
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Figure  1.  A number  of  amebic  trophozoites  cluster  about  a 
small  blood  vessel.  H&E  x 400 


Figure  3.  In  the  center  of  the  picture,  an  amebic  cyst  dis- 
plays a wrinkled  double  wall.  Masson  x 1000 


said  to  have  been  in  good  health  and  no  im- 
munologic deficit  was  known  to  be  present. 

How  does  a patient  so  young  acquire  such  an 
infection?  Wang  et  al6  describe  the  isolation  of 
Hartmannella  species  from  the  upper  respiratory 
tract  of  healthy  persons.  In  this  study,  children 
less  than  5 years  most  often  had  positive  cultures 
while  the  absolute  highest  incidence  of  positive 
cultures  was  in  the  1 year  old  group.  Thus  this 
study  affords  some  information  as  to  the  possible 
source  of  the  organism  in  the  present  case.  There 
is  general  agreement  that  the  most  common 
route  taken  by  the  ameba  to  the  meninges  is 
through  the  cribriform  plate  area.  Very  recent 
studies  have  shown  that  the  ameba  may  actually 


Figure  2.  Two  trophozoites  in  center  of  picture  reveal 
characteristic  nuclear  structure  of  prominent  karvosome 
and  surrounding  halo.  Iron  Hematoxylin  x 1000 


Figure  4.  Langhans  giant  cells  such  as  this  were  seen  in 
many  foci  of  granulomatous  inflammation  in  the  brain.  H&E 
x 1000 


invade  the  brain  by  a process  of  diapedesis 
through  naturally  occuring  pial  fenestrations 
rather  than  depending  on  a poorly  understood 
cytolytic  process.7 

A hematogenous  route  of  infection  of  the  CNS 
has  been  mentioned  by  some  workers  in  cases  of 
Acanthamoeba . 4 A primary  in  the  skin,  lungs  or 
genitourinary  system  is  suggested  in  these  cases. 
No  such  inflammatory  focus  was  noted  in  the 
tissues  of  the  infant  presented  in  this  present 
paper. 

A major  point  to  be  emphasized  by  this  report 
is  that  very  young  age  alone  should  not  prevent 
the  consideration  of  amebic  meningoencephalitis 
as  a potential  diagnosis  if  the  clinical  signs  and 
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symptoms  suggest  this  as  a possibility.  Spinal 
fluid  examination  is  now  regularly  revealing  the 
organism  in  many  cases.  This  examination  should 
be  performed  promptly  and  carefully  in  all  cases 
suggesting  this  illness.  In  addition  to  observing 
the  organisms  of  both  genera,  Naegleria  is  now 
frequently  cultured  from  the  spinal  fluid.  In  fact 
dos  Santos8  considers  culture  of  Naegleria  from 
the  spinal  fluid  the  sine  qua-non  for  complete 
diagnosis  of  the  disease  caused  by  this  organism. 
At  the  present  time  it  would  seem  that  early 
diagnosis  and  consequent  intensive  treatment  is 
the  only  hope  of  cure  in  this  usually  fatal  illness. 
A recent  report  of  a survival  in  a definitely  diag- 
nosed case  was  reported  in  California.9  In  this 
instance,  a 9 year  old  girl  received  intravenous 
and  intrathecal  amphotericin  B,  miconazole  and 
oral  rifampin.  This  child  improved  in  48  hours 
and  had  apparently  recovered  completely  in  a 
month. 

Infections  caused  by  Naegleria  are  considera- 
bly more  frequent  and  have  been  much  more 
thoroughly  studied  compared  to  those  produced 
by  Acanthamoeba.  Thus  it  is  not  surprising  that 
the  epidemiology,  taxonomy,  pathology,  clinical 
course,  and  diagnostic  measures  are  rather  well 
delineated  in  cases  caused  by  Naegleria.  Some 
feel  that  the  role  and  species  of  Acanthamoeba 
involved  in  human  disease  have  not  been  com- 
pletely defined.  Martinez  et  al10  raise  some  seri- 
ous doubts  concerning  the  ability  of  Acan- 
thamoeba to  cause  disease  in  humans.  They  call 
particular  attention  to  the  lack  of  culture  of  the 
organisms  from  a significant  number  of  cases. 
They  prefer  to  place  cases  allegedly  due  to  Acan- 
thamoeba in  a group  called  amebic  menin- 
goencephalitis, rather  than  primary  amebic 
meningoencephalitis,  which  they  consider  to  be 
caused  by  Naegleria. 

It  has  been  suggested  that  Acanthamoeba  be 
removed  from  its  taxonomic  relationship  to 
Hartmannella  and  related  limax  amebae.10 
There  is  doubt  by  some  workers,  that  Hartman- 
nella is  involved  in  human  illness.  It  would  seem 
that  there  is  much  to  be  learned  of  the  human 
pathogenic  potential  of  the  free-living  amebae 
other  than  perhaps  Naegleria.  Nevertheless, 
based  on  the  clinical  course  and  the  microscopi- 
cal pathological  changes  in  our  case,  it  does  ap- 
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pear  that  this  infant  died  as  a result  of  a disease 
produced  by  Acanthamoeba  sp.  The  pathological 
lesions  in  the  brain  ol  this  infant  were  examined 
by  Dr.  C.  G.  Culbertson,  who  agreed  that  mor- 
phologically, this  case  was  consistent  with  infec- 
tion with  Acanthamoeba.  The  immunologic 
studies  performed  on  this  material  by  Dr.  Cul- 
bertson were  equivocal  in  determining  the  gen- 
era of  the  amebae  involved.  This,  he  felt,  is  not 
particularly  unusual  and  may  indicate  that  multi- 
ple strains  of  Acanthamoeba  exist,  which  have 
not  been  identified  and  thus  are  not  represented 
in  the  antisera  currently  being  used.  □ 
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Specifically,  in  the  area  of  the 
hip  pocket.  Yours. 

But  with  the  total  management 
services  offered  by  South  Carolina 
National  Bank,  your  employee 
benefits  plan  can  also  become  an 
employer  benefit. 

Our  services  include  the  man- 
agement of  your  plan’s  investments, 
the  preparation  of  all  necessary 
reporting  forms  and  certificates, 
payments  to  members,  and  — 


unlike  most  brokers  or  insurance 
companies  — the  assumption  of 
fiduciary  responsibility. 

And  in  the  all-important  area  of 
investment  performance,  we’ll  stack 
our  record  up  against  anyone’s. 

For  the  past  three  years,  one  of 
the  nation’s  leading  investment 
reporting  services  has  compared 
our  performance  against  66  of  the 
largest  banks  in  America  — not 
merely  the  largest  banks  in  South 


Carolina  — and  we’ve  outperformed 
62  of  them.* 

So  call  Charlie  Miller  or  Bob 
Davidson  in  our  Trust  Division 
today  (in  Columbia  call  765-3725, 
and  elsewhere  in  South  Carolina 
call  toll-free  1-800-922-7400). 

And  find  out  how  we  can  take 
care  of  your  practice,  so  you  can 
take  care  of  your  patients. 

South  Carolina  National 


* Source:  “The  Income  Fund  for  Corporate  Employee  Benefit  Plans,”  Frank  Russell  Company,  Inc. 


Member  FDIC 


A CASE  OF  TINEA  NIGRA  PALMARIS  FROM 
CHARLESTON,  SOUTH  CAROLINA* 


AKBAR  KHAN,  Ph.D.** 

FORDE  A.  MclVER,  M.D.*** 

Tinea  Nigra  Palmaris  is  an  asymptomatic 
chronic  fungus  disease  caused  by  Exophiala 
(Cladosporium)  werneckii.  Though  common  in 
tropical  areas  around  the  world,  it  has  been  re- 
ported sporadically  from  the  United  States.  The 
disease  most  often  appears  on  the  palms  of  white 
females  under  twenty  years  of  age  causing 
brownish  black  lesions  without  any  inflammation 
or  visible  scaling.  It  has  been  suggested  that 
endemic  foci  for  infection  exist  for  this  disease  in 
the  coastal  areas  of  the  Southeastern  United 
States.2,  5 Van  Velsor  et  al.5  reported  15  cases  of 
this  disease  from  coastal  areas  of  North  Carolina 
while  only  one  case  report  from  South  Carolina 
was  found  in  a search  of  the  literature.4  The 
following  report  documents  another  case  ofTinea 
Nigra  Palmaris  and  is  submitted  to  draw  atten- 
tion to  this  dermatomycosis  which  may  be  more 
common  among  people  who  live  along  the  coastal 
areas  of  our  state  than  is  generally  appreciated. 

REPORT  OF  A CASE 

A white  female  nineteen  years  of  age  was 
examined  at  Pathology  Associates,  P.A.  for 
brown  splotchy  areas  on  the  palm  of  her  left  hand 
(Fig.  1).  The  lesions  appeared  smooth,  irregular, 
without  erythema  or  inflammation,  and  the  pa- 
tient did  not  complain  of  any  itching  or  discom- 
fort. A medical  history  revealed  that  this  patient 
had  seen  a dermatologist  at  the  U.  S.  Naval  Med- 
ical Center  in  Charleston,  South  Carolina  ap- 
proximately seven  years  previously  with  a similar 
complaint  and  was  told  that  she  could  have 
“picked  up”  the  process  in  Key  West  where  she 
lived  until  she  was  about  three  years  old.  The 
lesion  was  treated  with  a “clear  liquid”  and 
cleared  up.  There  was  no  recurrence  until  about 
June  1979,  four  months  before  she  was  seen  by 
us. 


* From  Pathology  Associates,  P.A.,  172  Cannon  Street, 
P.  O.  Box  2636,  Charleston,  S.  C.  29403. 

**  Mycologist 

***  Pathologist 
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After  cultures  were  taken  by  scraping  the  skin 
surface,  the  patient  applied  an  ointment  contain- 
ing 5%  undecylenic  acid  and  20%  zinc  undecy- 
lenate  in  a water  solvent  base  (Desenex)  for  a 
month,  by  which  time  there  was  no  remaining 
evidence  of  the  lesion.  According  to  the  patient, 
application  of  the  ointment  was  a bit  haphazard, 
most  often  at  bedtime. 


FIGURE  1.  Splotchy  lesions  (arrow)  of  Tinea  Nigra  Pal- 
maris. 


MYCOLOGY 

Epidermal  scrapings  of  the  infected  area  were 
placed  on  a slide  with  10%  KOH  and  examined 
microscopically.  This  revealed  the  presence  of 
numerous  dark  olivaceous  hyphal  fragments  and 
uniseptate  yeast  like  cells.  The  scraped  material 
was  cultured  on  Sabouraud  s dextrose  agar  and 
Mycosel  agar  and  incubated  at  27°C. 

After  an  incubation  period  of  14  days,  moist 
olivaceous  yeast  like  colonies  appeared  on  both 
media  and  consisted  of  one  to  two  celled  conidia 
which  varied  in  shape  from  oval  to  ellipsoidal  and 
measured  2.2  pan  (1.8-2. 7)  in  breadth  to  5.1  pan 
(4. 5-5.4)  in  length.  Conidia  were  borne  on  short 
undifferentiated  conidiophores  or  directly  from 
the  surface  ofhyphae.  Conidia  were  also  attached 
to  conidiogenous  cells  (Fig.  2)  and  most  con- 
idiogenous  cells  were  annellids  as  described  by 
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TINEA  NIGRA  PALMARIS 


McGinnis. 1 The  mycelium  consisted  of  branched 
much  septate  thick  walled  hyphae  (Fig.  3).  The 
fungus  was  identified  as  Exophiala  werneckii  on 
the  basis  of  its  similarity  to  the  descriptions  given 
by  McGinnis.1 
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FIGURE  2.  Exophiala  werneckii  from  14  days  old  culture,  a, 
conidia  and  b,  conidiogenous  cell.  X500. 
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FIGURE  3.  Exophiala  werneckii  thick  walled  septate 
hyphae.  X500. 


COMMENT 

The  previous  report  of  Tinea  Nigra  Palmaris 
from  South  Carolina  by  Van  De  Erve4  in  1962 
described  the  disease  in  two  girls  eight  and  thir- 
teen years  of  age,  respectively.  It  is  interesting 
that  during  the  decade  1960-1970  several  cases  of 
Tinea  Nigra  Palmaris  originating  along  the  coast- 
al areas  of  the  Southeastern  United  States2,  4>  5 
were  reported;  however,  since  that  time  the 
number  of  reported  cases  has  declined.  To  date, 
approximately  76  cases  have  been  reported 
throughout  the  United  States.3  Personal  com- 
munication with  dermatologists  in  the  Charles- 
ton area  indicates  that  each  of  them  is  seeing  an 
occasional  case;  however,  the  average  is  less  than 
one  case  per  year.  □ 
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REPLANTATION  IN  THE  UPPER  EXTREMITY 

EDWARD  L.  HAY,  M.D.* 


In  1960,  Jacobson  and  Suarez  introduced  the 
microscope  to  vascular  surgery  and  coined  the 
word  “microsurgery  ”.1  In  1962,  Malt  success- 
fully replanted  the  arm  of  a twelve  year  old  boy.5 
In  1967,  the  first  successful  replantation  of  an 
amputated  digit  was  reported  by  Tamai.3  In 
1968,  Kutz  reported  on  the  results  of  microvascu- 
lar  repair  of  digital  vessels  and  showed  a signifi- 
cant survival  rate  as  evidenced  by  arteriog- 
raphy.4 In  recent  years,  great  strides  have  been 
made  in  the  field  of  microsurgery  and  replanta- 
tion of  amputated  extremities.  The  development 
of  ultrafine  suture  material  and  needles  as  well  as 
the  availability  of  excellent  operating  micro- 
scopes has  made  possible  these  advances.  Suc- 
cessful repair  of  vessels  in  the  range  of  less  than 
one  millimeter  in  diameter  can  now  be  accom- 
plished. In  the  past  three  years  we  have  success- 
fully replanted  three  totally  amputated  hands,  a 
number  of  amputated  thumbs  and  fingers,  and 
one  entire  upper  extremity.  The  availability7  of 
this  type  of  surgery7  has  led  to  increased  demand 
by  patients  to  have  their  amputated  parts  re- 
planted. 

INDICATIONS 

Because  the  thumb  comprises  such  a signifi- 
cant part  of  the  function  of  the  hand,  all  ampu- 
tated thumbs  should  be  replanted  when  possi- 
ble. When  multiple  finger  amputations  have  oc- 
curred, it  is  recommended  that  as  many  fingers 
as  possible  be  replanted.  All  amputated  hands 
and  amputations  through  the  forearm  should  be 
replanted  whenever  possible.  Amputations  of 
the  upper  arm  (above  the  elbow)  should  be  re- 
planted in  selected  cases.  The  upper  arm  ampu- 
tation will  not  function  as  well  as  the  lower  ampu- 
tations due  to  the  length  of  nerve  regeneration 
needed  to  regain  hand  function  in  these  cases  and 
to  the  prolonged  period  of  rehabilitation. 


30  Bee  Street,  Charleston,  S.  C.  29403. 


The  candidate  for  replantation  is  facing  an  op- 
eration which  may  vary  in  length  from  three  to 
twelve  hours,  and  occasionally  longer.  This  oper- 
ation is  followed  by  a period  of  hospitalization, 
ranging  from  three  to  fourteen  days.  Time  lost 
from  work  varies  but  is  generally  greater  follow- 
ing replantation  than  it  is  with  simple  closure  of 
the  stump  in  the  case  of  an  amputated  finger. 
Relative  contraindications  to  replantation  are:  (1) 
a complete  amputation  of  a single  border  finger; 
(2)  heavy,  soiled  contamination  of  the  amputated 
part;  (3)  warm,  ischemic  time  of  the  amputated 
part  exceeding  four  to  six  hours.  Some  absolute 
contraindications  are:  (1)  extensive  crushing  of 
the  amputated  part;  (2)  significant  additional 
wounds  of  the  amputated  part;  (3)  pre-existing 
serious  systemic  diseases  which  would  preclude 
a prolonged  operation.2  The  replantation  of  a 
border  finger  (index  or  little  finger)  is  not  rec- 
ommended as  generally  the  patient  will  substi- 
tute around  this  finger  and  not  use  it  to  a signfi- 
cant  degree.  It  must  be  realized  that  even  the 
best  replanted  finger  does  not  function  normally. 
At  this  time,  it  has  not  been  fully  determined 
how  long  the  ischemic  part  can  survive  prior  to 
revascularization  but  a finger  properly  cooled  has 
been  replanted  as  long  as  eighteen  hours  follow- 
ing the  injury.  The  larger  the  part  the  more  rapid 
the  breakdown  of  tissue  and  the  shorter  the  per- 
missible ischemic  time.  Parts  that  have  not  been 
cooled  will  breakdown  rapidly  and  cannot  be 
successfully  replanted. 

Single  digit  amputations  generally  should  not 
be  replanted  except  in  the  case  of  a child.  Chil- 
dren will  regain  function  more  rapidly  than 
adults.  Single  fingers  may  be  replanted  occasion- 
ally in  women  for  cosmetic  reasons.  Obviously, 
sharp  amputations  will  carry  a higher  survival 
rate  than  crush  injuries.  With  the  use  of  vein 
grafts,  survival  of  crush  and  avulsion  injuries  is 
now  possible.  Small  vein  grafts  can  be  success- 
fully used  even  in  digital  arteries  and  digital  veins 
in  the  range  of  one  half  to  one  millimeter  in 
diameter. 
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REPLANTATION 


PRIMARY  CARE 

A successful  replantation  begins  with  proper 
handling  of  the  amputated  part.  Cooling  retards 
the  breakdown  of  tissue  but  freezing  destroys  the 
cells  and  makes  replantation  impossible.  The 
amputated  part  should  be  wrapped  in  sterile 
gause  and  placed  in  a plastic  bag  after  being 
moistened  with  any  sterile  physiologic  solution. 
The  plastic  bag  should  then  be  placed  on  ice  but 
not  buried  within  the  ice.  The  amputation  stump 
should  be  covered  with  a sterile  dressing  and 
hemorrhage  controlled  with  compression  rather 
than  the  use  of  hemostats.  Rapid  transportation 
to  a center  equipped  for  replantation  is  of  vital 
importance.  The  length  of  ischemic  time  prior  to 
replantatipn  beyond  which  the  survival  is  not 
possible  has  not  been  fully  established  but  small 
parts  such  as  digits  which  have  been  properly 
cooled  have  been  known  to  survive  eighteen 
hours  prior  to  the  re-establishment  of  circula- 
tion. 

TECHNIQUE 

The  details  of  replantation  are  beyond  the 
scope  of  this  paper  but  a brief  discussion  will 
highlight  the  steps  involved  in  surgery  of  this 
type.  After  thorough  debridement  of  the  parts 
and  identification  of  the  vessels  and  nerves, 
skeletal  fixation  is  carried  out.  The  extensor  ten- 
don and  periosteum  is  repaired.  An  attempt  is 
made  to  repair  two  veins  for  every  artery  and  the 
veins  are  usually  repaired  following  the  repair  of 
the  extensor  tendon.  The  digital  arteries  are  then 
repaired  and  when  circulation  has  been  re- 
established, the  flexor  tendons  and  digital  nerves 
are  repaired.  Every  attempt  is  made  to  complete 
the  repair  during  the  initial  surgery  as  secondary 
reconstructive  surgery  on  a replanted  digit  is 
difficult. 

CASE  REPORTS 

Case  1:  A 30  year  old  male  sustained  an  avul- 
sion injury  of  his  right  thumb  when  his  shirt  was 
caught  in  a motor  driven  drill,  twisting  and  pull- 
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ing  the  thumb  off.  The  flexor  pollicis  longus  was 
avulsed  at  the  musculotendinous  junction.  A 
vein  graft  was  required  to  repair  the  artery.  A 
skin  graft  was  later  required.  The  patient  was 
hospitalized  for  fifteen  days  including  the  replan- 
tation and  skin  graft  operations.  He  was  out  of 
work  for  twelve  weeks.  He  has  excellent  function 
of  his  thumb  with  good  protective  sensation  and 
the  appearance  is  pleasing.  (Fig.  1A-1D) 

Case  2:  A 25  year  old  white  male  sustained  a 
traumatic  amputation  of  the  right  upper  extrem- 
ity, eight  centimeters  distal  to  the  humeral  head, 
when  struck  by  a cable.  At  the  time  of  replanta- 
tion, the  nerves  were  not  repaired  and  at  a sec- 
ond procedure,  the  ulnar  nerve  was  transposed 
and  anastomosed  with  an  epineural  repair  while 
the  medial  nerve  was  repaired  with  an  interfas- 
cicular nerve  graft  using  the  sural  nerve.  Eigh- 
teen months  after  the  injury,  the  patient  has 
regained  elbow  and  wrist  flexion  as  well  as  finger 
flexion  and  protective  sensation  in  his  hand.  It 
was  not  possible  to  repair  the  radial  nerv  e and 
tendon  transfers  will  be  needed  to  correct  the 
loss  of  wrist  and  finger  extension. 

CONCLUSIONS 

Replantation  by  microvascular  anastomosis  of 
small  vessels  in  the  upper  extremity  is  a useful 
procedure  resulting  in  the  survival  of  functional 
components  of  the  upper  extremity.  Proper  ini- 
tial treatment  and  rapid  transportation  to  centers 
equipped  to  handle  the  replantation  increases 
the  rate  of  survival.  □ 
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(A)  30  year  old  male  with  avulsion  amputation  of  the  thumb. 


(B)  The  thumb  was  avulsed  with  the  flexor  pollicis  longus 
tendon  separated  at  its  musculotendinous  junction. 


(C  and  D)  The  appearance  of  the  thumb  fifteen  months  post 
replantation. 

FIGURE  1. 
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P.  O.  Box  240197, 1715  Sharon  Road  Wast,  Charlotte,  N.C.  28224 


For  Information  Call  (704)  554-0285 
Barnes  F.  Emmert.  Executive  Director 
Rex  R.Taooart.  M.D..  MedicatPiracto 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 

• Full  time  physician  • Professional  counseling  staff 

• Psychiatric  consultant  • Family  program 

• Registered  nurses  • After-care  program 


“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28204 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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"FROM  WHERE  WE  HAVE  COME  TO  WHERE  WE  ARE 
GOING" 


WILLIAM  O.  WHETSELL,  SR.,  M.D.* 


I have  practiced  medicine  in  South  Carolina 
for  41  years.  I have  seen  many  changes  in 
medicine  and  have  learned  much  from  the  de- 
velopment of  medicine  during  that  time,  but 
even  more,  I have  learned  from  my  patients. 
They  have  taught  me  much  about  human  nature 
and  about  myself  and  what  it  means  to  be  a family 
doctor.  First,  I would  like  to  discuss  some  of  the 
common  diseases  of  30  to  40  years  ago  in  South 
Carolina  when  I began  my  practice  — some 
which  have  almost  disappeared  and  some  which, 
though  still  common,  are  treated  so  differently, 
now. 

1.  Lobar  Pneumonia:  Symptoms  of  chest  pain, 
cough,  high  fever  of  rapid  onset  with  increased 
respirations  and  pulse  rate,  hemoptysis,  signs  of 
consolidation  of  lungs.  Patients  were  critically  ill 
with  doubtful  prognosis.  They  usually  reached 
crisis  in  five  to  ten  days  followed  by  a sudden 
drop  in  temperature  and  heart  rate  with  profuse 
sweating  as  lysis  of  the  pneumonia  occurred.  At 
that  time  the  only  effective  treatment  was  to  type 
the  organism(s)  and  to  administer  anti-pneumo- 
coccic  serum  in  types  1 and  2,  but  otherwise  to 
treat  symptomatically.  The  first  specific  drug  I 
used  was  sulfa-pyredine  then  other  forms  of  sul- 
fonamides. When  Penicillin  and  Aureomycin 
came  along,  treatment  of  lobar  pneumonia  be- 
came much  more  effective. 


* Whetsell  Clinic,  941  Summers,  X.E.,  Orangeburg,  S.  C. 
29115. 

This  paper  was  presented  at  the  annual  meeting  and  scientific 
assembly  of  the  South  Carolina  Academy  of  Family  Practice, 
November  28-December  1.  1979.  Hilton  Head.  S.  C. 


2.  Typhoid  Fever:  Symptoms  were  fever  for  8 to 
14  days  — sometimes  as  long  as  three  weeks. 
Chills  occurred  at  onset,  temperature  rose  to 
103°  to  105°  in  the  first  week,  with  slow  pulse, 
rose-red  spots  on  the  skin  by  the  seventh  to  tenth 
days.  In  the  second  week,  symptoms  usually 
became  more  aggravated  with  accompanying  ab- 
dominal distension,  and  in  the  third  week  or 
fourth  week,  pulse  became  rapid  — up  to  110  to 
130.  Sometimes  very  toxic  patients  had  convul- 
sions and  occasionally,  G.I.  hemorrhage  and  in- 
testinal perforation  occurred. 

Diagnosis  was  made  from  physical  findings, 
bacilli  in  the  blood,  stool,  or  urine,  and  the  Wei- 
dal  agglutination  test.  Treatment  was  entirely 
symptomatic  and  death  rate  was  rather  high. 
Eventually,  there  was  a typhoid  vaccine  de- 
veloped. It  wras  effective  in  reducing  and  then 
almost  entirely  eradicating  the  disease. 

3.  Typhus  Fever:  This  disease  resulted  from  the 
bite  of  infected  fleas  and  lice.  Symptoms  were 
high  fever,  periorbital  headaches,  skin  eruptions 
on  the  third  to  fifth  days.  Temperature  rose  to 
105°  to  107°  accompanied  by  delirium, 
pneumonia,  and  often,  death.  If  the  patient  sur- 
vived. the  fever  subsided  by  about  the  14th  day. 
Diagnosis  was  made  by  physical  signs,  symptoms 
and  blood  agglutination  test  — the  Weil-Felix 
OX19  test.  The  treatment,  before  antibiotics, 
was  entirely  symptomatic. 

4.  Malarial  Fever:  It  wras  called  "Low-country 
chills  and  fever  , and  it  was  caused  by  the  bite  of 
the  anopheles  mosquito.  We  diagnosed  three 
types:  Tertian  with  chills  even-  48  hours,  Quar- 
tian  — chills  every  72  hours,  and  Estevo- 
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autominal  with  irregular  or  intermittent  fever 
occurring  at  7,  14  or  21  days  intervals.  Diagnosis 
was  made  by  identification  of  the  organism  in  the 
peripheral  blood.  Complications  were  frequent 
and  ranged  from  anemia  to  acute  delirium  or 
rapidly  developing  coma  in  patients  with  cere- 
bral malaria.  In  cases  of  cerebral  involvement, 
there  were  actual  localization  of  infection  in  the 
brain  secondary  to  formation  of  thrombi  of  in- 
fected red  blood  cells  and  subsequent  break- 
down of  these  blood  cells.  There  was  also  malarial 
hemoglobinuria.  The  complication,  called  black 
water  fever,  produced  dark  urine,  fever,  rest- 
lessness, nausea,  rapid  onset  of  rigors,  and 
marked  prostration,  then  sometime  anuria.  The 
treatment  of  malaria  was  quinine  sulfate,  30 
grains  a day  for  2 weeks,  10  grains  a day  for  one 
week  then  5 grains  a day  for  2 months;  the 
quinine  usually  produced  nervousness,  depres- 
sion, and  “roaring  in  the  head.” 

Blackwater  fever  was  treated  with  large  doses 
of  mercurials,  usually  calomel.  Atabrine  and 
plasmoquine  were  later  used  — especially  plas- 
moquine  in  the  Estevo-autominal  type.  Im- 
provements in  land  drainage  and  destruction  of 
breeding  places  for  the  anopheles  mosquito  have 
almost  eradicated  malaria  in  South  Carolina. 

5.  Gonorrhea:  A venereal  disease  with  urethral 
and  vaginal  discharge  and  dysuria.  The  complica- 
tions included  urethral  stricture,  epididymitis, 
pelvic  inflammatory  disease,  frozen  pelvis,  ar- 
thritis, peri-urethral  abscesses,  seminal  ves- 
iculitis, prostatitis,  iritis,  vaginitis,  endocer- 
vicitis,  salpingitis,  and  even  peritonitis.  The 
treatment  was  irrigation,  injection  offoreign  pro- 
teins, and  heat  therapy.  The  first  antibiotic  used 
for  therapy  was  sulfanilamide.  Numerous  other 
antibiotics  are  now  used. 

6.  Syphilis:  Another  venereal  disease  with  pri- 
mary lesions  — genital  chancres,  secondary  le- 
sions — skin  eruptions  and  condylomata,  and 
tertiary  lesions  — with  red,  denuded  skin  areas, 
Charcot  joints,  and  heart  valve  disease,  as  well  as 
central  nervous  system  effects.  The  treatment 
was  predominantly  I.V.  arsenicals  at  one  to  two 
week  intervals  alternating  with  bismuth  or  mer- 
cury given  I.M.  over  about  18  months.  Treat- 
ment changed  dramatically  with  penicillin  and 
other  antibiotics. 

7.  Gout:  This  disease  was  characterized  by 
acute,  painful  arthritis.  It  was  caused  by  alcohol 
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or  rich  diet.  I remember  a favorite  professor  at 
the  Medical  College,  Dr.  Frank  Parker,  used  to 
say  to  treat  gout  you  had  to  “quit  all  the  things 
you  do  and  do  all  the  things  you  don’t  do”.  Pre- 
scribed treatment  was  dietary  restriction,  min- 
eral waters,  and  anodynes.  Now  drugs  such  as 
Indocin,  Zyloprim  and  Colbenemide  are  used. 

8.  Urinary  tract  infection:  Seen  rather  com- 
monly with  symptoms  of  dysuria,  chills,  fever, 
and  malaise,  then  pyelitis,  and  backache  caused 
by  the  ascending  infection  in  the  urinary  tract. 
The  treatment  was  fluids  and  supportive  thera- 
py, potassium  citrate,  and  ketogenic  diet;  now,  of 
course,  culture  and  sensitivity  and  antibiotic 
therapy  have  changed  all  that. 

9.  Poliomyelitis:  This  dreaded  disease,  espe- 
cially in  children,  was  caused  by  a virus  and 
resulted  in  degeneration  of  the  lower  motor 
neurons  of  spinal  cord  and  brainstem  producing 
paralysis  of  the  muscles  supplied  by  those 
neurons.  Bulbar  paralysis  affected  breathing  and 
swallowing.  The  treatment  was  symptomatic  and 
supportive  and  often  included  the  use  of  the  iron 
lung  to  assist  breathing.  The  successful  vaccines 
of  the  past  25  years  have  practically  ended  the 
disease. 

10.  Obstetrics:  Deliveries  were  done  both  in  the 
hospital  and  at  home.  No  obstetrical  specialists 
were  available.  Surgeons  performed  Cesarean 
sections.  Home  deliveries,  especially,  were 
sometimes  unforgettable  experiences.  A particu- 
larly pressing  obstetrical  dilemma  could  be 
created  by  having  two  simultaneously  laboring 
patients  in  opposite  rural  directions.  I remember 
one  patient,  the  mother  of  twelve  previous  chil- 
dren, all  born  of  normal  delivery.  This  woman 
had  a breech  presentation  of  the  fetus.  She  was  in 
hard  labor  and  severe  pain  when  she  cried  out 
“What  is  the  matter,  doctor?  I’ve  had  twelve 
children  and  it’s  never  been  like  this.”  I tried  to 
soothe  her  and  encourage  her  as  I worked  to 
deliver  the  baby.  Then  she  said,  “Well,  I don’t 
know  what’s  wrong,  but  I know  one  thing  — it 
ain’t  like  it  oughta  be!”  That  profound  statement 
has  stayed  with  me  for  40  years. 

Another  of  my  unforgettable  experiences  oc- 
curred when  I was  called  to  a home  for  a delivery 
in  the  middle  of  the  night.  A mid-wife  had  been 
engaged  but  she  never  made  the  scene.  So  I 
asked  the  father,  the  only  other  person  anywhere 
around,  to  assist  me.  He  stood  and  held  a 
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kerosene  lamp  to  give  me  enough  light  to  see 
what  I was  doing.  Just  as  the  baby  was  nearly 
delivered  and  both  my  hands  were  occupied,  the 
father  fainted.  The  lamp  fell  to  the  floor  — the 
chimney  breaking  into  smithereens.  There  I was 
holding  the  baby  with  both  hands,  trying  to  calm 
the  mother.  Thank  goodness,  daybreak  gave  me 
light  to  get  through  that  episode,  put  the  baby 
down  and  attend  to  the  mother. 

Obstetrics  was  one  of  the  best  ways  to  get  to 
know  a family  and  to  build  a family  practice.  The 
families  I have  served  in  an  obstetrical  way  have 
become  some  of  my  longstanding  and  most  loyal 
patients. 

The  advances  we  have  witnessed  in  diagnostic 
procedures,  medical  and  surgical  techniques,  re- 
search, and  drug  therapy  over  the  past  forty7  years 
have  indeed  been  astronomical.  Advances  in 
surgical  subspecialties  such  as  neurosurgery, 
E.N.T. , ophthalmology,  thoracic  and  cardiovas- 
cular surgery,  and  orthopedics,  to  name  a few7, 
have  increased  the  average  life  span  and  added 
productive  and  comfortable  years.  And  we  can  be 
sure  that  these  advances  will  continue.  I feel 
fortunate  to  have  lived  and  practiced  during  this 
particular  forty7  years  in  medicine  since  it  is  a 
period  in  which  more  medical  advancement  has 
occurred  than  in  any  previous  period  in  our  his- 
tory. 

Long,  hard  years  of  w7ork  and  intensive  train- 
ing go  into  the  making  of  a doctor.  The  physician 
must  enjoy  his  work  in  spite  of  endless  demands 
on  his  energies,  long  hours,  and  personal  depri- 
vations. I think  I have  been  unusually  fortunate 
in  having  had  a most  compatible  relationship 
with  a large  group  of  patients  and  colleagues. 
This  has  made  forty7  \7ears  of  medical  practice 
enjoyable  for  me  and  my  family,  resulting  in 
lasting  friendships  and  great  pride  and  satisfac- 
tion for  all  of  us. 

Now7  that  we  have  discussed  "from  where  we 
have  come  to  where  we  are  going”,  we  arrive  at 
another  side  of  being  a doctor.  This  is,  for  me,  as 
important  as  the  scientific  side.  The  other  side  is 
made  up  of  the  basic  personal  principles  w7hich 
are  required  to  be  a physician,  in  my  opinion: 
dedication,  ethics,  compassion,  humility,  cour- 
tesy, ability7  to  be  observant,  willingness  to  rec- 
ognize need  for  consultation  and  referral,  and 
communication  with  patients. 

Dedication:  This  principle  stems  from  an  honest 


motivation  to  believe  that  the  reason  for  being  a 
physician  is  to  w7ork  for  all  the  good  that  we  can  do 
for  our  fellow  beings. 

Ethics:  Expressed  simply,  this  is  a set  of  moral 
values  by  which  the  doctor  conforms  to  a profes- 
sional standard  of  conduct  with  consideration  for 
both  his  patients  and  his  colleagues. 
Compassion:  (Quoted  from  “A  Touch  of  Wonder” 
by  Arthur  Gordon)  "The  word  means  ‘to  suffer 
with’.  It  involves  empathy7,  the  imaginative  pro- 
jection of  one’s  owm  consciousness  into  another 
being,  courage  to  care  and  to  push  fears  away  — 
both  the  patient’s  and  your  owm,  and  the  habit  of 
helping  wThich  allows  one  to  respond  almost  au- 
tomatically7 to  the  needs  of  others  — and  I might 
add,  to  assume  one’s  civic  and  community7  re- 
sponsibilities.” 

Humility:  To  guard  against  arrogance  and  over- 
confidence. 

Courtesy:  A conscious  courteous  consideration  of 
everyone. 

Ability  to  be  Observant:  A development  of  keen- 
ness of  observ  ation,  both  clinical  and  psychologi- 
cal, can  result  in  a better  knowledge  of  a patient 
and  a better  evaluation  of  his  symptoms  and  his 
necessary7  treatment. 

Need  for  Consultation  and  Referral:  Consulta- 
tions should  be  held  without  hesitation  since 
another  opinion  is  sometimes  invaluable  because 
it  is  reassuring,  and  it  is  a wise  sharing  of  respon- 
sibility7. Referrals  should  also  be  made  without 
hesitation  when  such  referrals  are  indicated  for 
the  patient’s  well-being.  The  ethical  procedure 
in  referring  a patient,  I believe,  should  be  the 
complete  reporting  of  all  findings,  direct  consul- 
tation about  the  case,  and  a satisfactory7  decision 
about  the  future  management  of  the  case. 
Communication:  I quote  Dr.  G.  R.  Foster,  Jr., 
President,  Association  of  Surgeons,  who  said  at  a 
meeting  last  April,  “The  fine  art  of  communica- 
tion is  of  vital  importance  in  that  each  of  us  is 
compelled  to  use  it  on  a daily  basis  with  a greater 
or  lesser  degree  of  skill,  and  it  receives  less  atten- 
tion and  emphasis  than  it  deserves.  The  degree 
to  w7hich  we  are  skillful  in  its  use  (as  physicians)  is 
quite  often  a major  factor  in  one’s  success  or 
failure  in  deliv  ery7  of  high  quality  patient  care”. 
Osier’s  plea  was  "Listen  to  your  patient!”  Inquire 
into  yrnur  patient’s  interests,  hobbies,  family  life, 
etc.,  as  w7ell  as  his  ailment  or  symptoms.  Take 
time  to  communicate  yrour  clinical  findings  with 
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your  patient  during  or  after  your  evaluations. 
Guard  against  being  liable  for  the  accusation  that 
“the  doctor  just  didn’t  have  time  to  talk  to  me”  or 
“I  just  couldn’t  talk  to  my  doctor”.  Listen  to 
family  members  or  close  friends  involved  with 
the  patient.  For  example,  a mother  can  relate  the 
symptoms  of  a sick  child  which  can  be  of  tre- 
mendous help  in  your  diagnosis. 

Play  the  role  of  interpreter  and  liaison  be- 
tween patient  and  family  or  between  patient  and 
the  specialist  to  whom  you  refer  the  patient. 
Explain  to  a patient  the  technicalities  of  a disease 
or  injury  in  laymen’s  terms.  Be  the  patient  s ad- 
vocate. 

Communication  is  vital  to  avoid  confusion,  loss 
of  confidence,  and  even  hostility  — and  con- 
scientious communication  can  avoid  these  prob- 
lems like  nothing  else  can. 


Tone  of  voice,  facial  expression  or  gesture,  and 
tactful  approach,  can  all  transmit  warmth  and 
comfort  to  a dismayed  patient.  Indifference,  irri- 
tation, frustration  or  fear,  on  the  other  hand,  can 
often  produce  despair  and  even  animosity  in  a 
patient. 

Let  us  hope  that  despite  our  developing 
technology  and  increasing  expertise,  we  will  re- 
member these  personal  principles.  □ 
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IT  CAN  MEAN  A GREAT  WAY  OF  LIFE  FOR  YOU 

Air  Force  medicine  is  practiced  in  hospitals  and  clinics 
around  the  world.  From  the  3 bed  hospital  at  Zarogoza.  Spain 
to  the  1000  bed  Wilford  Hall  medical  complex  in  San  Antonio. 
Texas,  our  health  care  system  utilizes  excellent  equipment  and 
highly  trained  and  motivated  staff  personnel. 

Air  Force  doctors  practice  medicine.  Administrative  duties  and 
paperwork  are  kept  to  a minimum. 

An  excellent  program  of  compensation  and  entitlements  is  avail- 
able. This  program  includes  30  days  of  paid  vacation  each  year, 
medical  and  dental  care,  and.  for  qualified  physicians,  an  opportu- 
nity to  work  toward  specialization. 

Contact  USAF  Health  Professions  Recruiter,  3537  Recruiting  Squadron. 
Box  566,  Shaw  AFB,  SC  29152.  Call  Collect  (919)  755-4134. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


A great  way  of  life. 
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BIOMEDICAL  RESEARCH  IN  SOUTH  CAROLINA* 


ALEXANDER  G.  DONALD,  M.D. 
CHARLES  N.  STILL,  M.D. 

In  1978,  the  South  Carolina  Legislature  passed 
Act  No.  410.  This  Act  not  only  reorganized  the 
Commission  on  Higher  Education,  but  also 
mandated  the  development  of  a state-wide  mas- 
ter plan  “which  shall  be  used  to  guide  the  Com- 
mission in  its  annual  budget  recommendations  to 
the  Budget  and  Control  Board  and  the  General 
Assembly.” 

One  of  the  five  task  forces  assigned  to  make 
recommendations  on  Health  and  Medical  Edu- 
cation was  the  Task  Force  on  Biomedical  Re- 
search. This  task  force  was  charged  with: 

1.  Surveying  the  major  existing  resources  in 

the  state. 

2.  Identifying  health  problems. 

3.  Determining  available  capabilities. 

4.  Establishing  needs. 

5.  Making  specific  recommendations. 

When  appointed  in  January,  1979,  we  could 

find  no  record  of  a prior  comprehensive  study  of 
biomedical  research  in  South  Carolina.  Six  meet- 
ings were  held  between  February  and  June, 
1979. 

The  report  of  this  task  force  was  enthusiasti- 
cally received  by  the  Commission  on  Higher 
Education;  and  much  of  it  was  incorporated  into 
the  South  Carolina  Master  Plan  for  Higher  Edu- 
cation which  was  published  in  December,  1979. 

The  Master  Plan  identifies  the  following  health 
problems  in  South  Carolina: 

1.  Perinatal  mortality. 

2.  Cardiovascular  disease. 

3.  Cancer. 

4.  Developmental  and  mental  disabilities. 

5.  Genetic  diseases. 

6.  Health  problems  unique  to  South  Carolina: 

a.  Carcinoma  of  the  esophagus  (Sea  Island 
blacks). 

b.  Defects  of  spine  and  brain  (Piedmont 
region). 

c.  Carcinoma  of  the  lower  bowel  (Upper 
Savannah  region). 


* From  the  William  S.  Hall  Psychiatric  Institute  and  the 
Department  of  Neuropsychiatry  and  Behavioral  Science, 
School  of  Medicine,  University  of  South  Carolina,  Colum- 
bia, S.  C.  29202. 


d.  Ischemic  heart  disease  and  hyperten- 
sion (Northeastern  region). 

7.  Health  hazards  (accidents,  pollution,  toxic 
and  radioactive  substances). 

8.  Research  in  health  education  (nutrition, 
aging  and  substance  abuse). 

The  state  has  a nucleus  for  biomedical  research 
which  can  serve  as  a starting  point  for  significant 
programs  designated  to  solve  the  identified  prob- 
lems. The  plan  recognized  the  need  to  develop 
an  atmosphere  that  will  provide  the  potential  for 
more  and  better  research.  The  following  are  ex- 
cerpts from  the  plan: 

— “Research  is  a signficant  component  of 
higher  education  in  South  Carolina.” 

— “Research  has  been  defined  as  an  orderly 
exploration  of  ideas  based  upon  sound 
principles  that  lead  to  logical  conclusions . ” 

— “Research  creatively  explores  the  un- 
known seeking  to  find  questions,  explana- 
tions, understandings  and  solutions.” 

— “The  spirit  of  inquiry  and  creativity  is  vital 
to  maintaining  the  intellectual  health  and 
vigor  of  South  Carolina  institutions.” 

The  objectives  of  biomedical  research  were 
listed  as  follows: 

1.  To  improve  techniques  and  procedures. 

2.  To  reduce  cost. 

3.  To  become  an  integral  part  of  education. 

4.  To  improve  the  quality  of  life. 

5.  To  create  an  atmosphere  to  attract  federal 
and  private  funding. 

The  report  recognized  the  fact  that  South 
Carolina  receives  less  than  a proportionate  share 
of  federal  health  dollars  and  funds  from  private 
voluntary  health  agencies.  For  example,  our 
neighbors  in  North  Carolina  attract  eight  times  as 
much  outside  funding  as  we  do.  North  Carolina 
has  fifty-nine  training  programs  in  biomedical 
research,  whereas  South  Carolina  has  only  four. 

The  report  concludes  that  the  Commission  on 
Higher  Education  should  appoint  a biomedical 
research  advisory  group  with  the  following  re- 
sponsibilities: 

1.  To  recommend  priorities. 

2.  To  develop  methods  to  promote  inter- 
institutional  cooperation. 
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3 . To  develop  methods  to  transfer  information 
to  the  public  and  to  the  Legislature. 

4.  To  recommend  appropriate  steps  to  de- 
velop a biomedical  research  base. 

Other  key  points  include  the  following  state- 
ments: 

— “The  Commission  will  recognize  the  im- 
portance of  seed  money  to  support  biomed- 
ical and  other  research  in  submitting  its 
recommendations  to  the  Budget  and  Con- 
trol Board  and  to  the  General  Assembly.” 

— “It  is  recommended  that  institutions,  par- 
ticularly those  conducting  advanced  grad- 
uate programs  in  life  sciences,  recognize 
that  continued  progress  in  biomedical  re- 
search is  directly  proportionate  to  the  qual- 
ity and  quantity  of  young  investigators  and 
students.” 

— “The  proper  environment  must  be  avail- 
able not  only  to  attract  and  encourage  stu- 
dents and  faculty  ofhigh  quality,  but  also  to 
compete  for  external  funding.” 

During  the  deliberations  of  this  task  force  and 
after  the  publication  of  a draft  plan,  parochial 
interests  — both  regional  and  professional  — 
surfaced;  and  at  times  it  appeared  that  these 
would  prevent  the  finalization  of  a plan.  It  is 
extremely  important  in  the  interests  of  the 
people  of  the  State  of  South  Carolina  and  the 


institutions  which  serve  them  that  such  parochial 
interests  not  be  allowed  to  impede  progress. 

Since  the  submission  of  this  report,  the  gen- 
eral economic  condition  of  our  country  and  of  our 
state  has  seriously  deteriorated.  Based  upon  past 
history,  expenditures  for  research  are  the  first  to 
be  cut  in  such  economic  crises.  Energies  must  be 
expended  to  prevent  this  eventuality. 

Administrations  of  individual  facilities  and  at 
the  state  level  are  prone  to  push  indirect  costs  to 
unbelievable  extremes.  In  many  cases,  they  ex- 
ceed the  funds  devoted  to  the  actual  research 
project  from  grant  awards. 

We  must  take  this  opportunity  of  stated  com- 
mitment and  support  to  create  an  atmosphere 
which  will  encourage  grant  applications  and  re- 
ward rather  than  penalize  those  who  are  success- 
ful. 

An  industrial  representative  on  the  task  force 
put  it  this  way:  “The  existence  of  a Research  and 
Development  Division  does  not  guarantee  fu- 
ture profits,  but  failure  to  engage  in  these  ac- 
tivities is  a prelude  to  obsolescence.  ” If  this  is 
true  for  industry,  it  is  even  more  true  for  educa- 
tion. □ 

REFERENCE 

South  Carolina  Master  Plan  for  Higher  Education,  published 
by  South  Carolina  Commission  on  Higher  Education,  Co- 
lumbia, South  Carolina,  December,  1979. 


First  North  Carolina  Corporation 

Investment  Counsel 


PROVIDING  INDIVIDUAL  INVESTMENT  MANAGEMENT  SERVICES 
TO  PENSION  AND  PROFIT  SHARING  PLANS 
IN  THE  MEDICAL  PROFESSION 

Call  Ken  O’Herron  in  Raleigh 

4300  Six  Forks  Road 
P.  O.  Box  17735 
Raleigh,  North  Carolina  27619 

Telephone 

919/781-6040 
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IT'S  HIGHLY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


^ ^^„^P0  C0° 

- 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vz  oz  tube,  or  the  versatile,  single-use 
foil  packet 


s 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  preparations, 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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GUEST  EDITORIAL: 


PROFESSIONAL  COURTESY  — TOWARD  WHOM? 


Physicians  in  practice  generally  enjoy  most 
cordial  relationships  with  their  colleagues, 
perhaps  more  so  than  the  members  of  any  other 
profession.  Although  actually  in  economic  com- 
petition, physicians,  with  few  exceptions,  freely 
and  cheerfully  exchange  information  about 
mutual  patients,  and  provide  necessary  informa- 
tion when  patients  move  from  one  locality  to 
another.  Even  when  patients  exercise  the  right  of 
transferring  their  care  from  one  physician  to 
another  in  the  same  community,  most  physicians 
extend  to  their  successor  the  courtesy  of  what- 
ever information  will  aid  in  the  care  of  the  pa- 
tient, and  without  question.  It  is  obvious  that  this 
free  exchange  of  information  is  of  great  value  in 
patient  care.  It  is,  therefore,  distressing  when 
lapses  in  this  area  of  professional  courtesy  occur. 

Anyone  who  has  been  in  private  practice  rec- 
ognizes that  some  trouble  and  expense  is  entailed 
in  responding  to  a request  for  records,  and  it  is 
reasonable  to  charge  a modest  fee  for  this  service. 
It  seems  unreasonable,  however,  to  expect  a pa- 
tient who  is  without  funds  to  foot  the  bill  for  what 
is  essentially  a courtesy  to  the  requesting  physi- 
cian. 

It  is  also  likely  that  each  of  us  has  felt  chagrined 
when  a patient  for  whom  we  have  cared  fails  to 
exhibit  the  same  concern  for  us  when  the  bill  is 
presented.  It  is  sometimes  tempting  to  “punish” 
such  a patient  by  withholding  records  when  they 
are  requested.  In  so  doing,  of  course,  we  also 
penalize  one  of  our  colleagues  who  is  trying  to 
carry  forward  the  care  of  that  patient. 

We  have  recently  observed  several  instances 
in  which  needed  records  were  withheld,  either 
because  of  an  unpaid  bill  or  because  the  patient,  a 
Medicaid  recipient,  could  not  pay  the  required 
fee.  In  fact,  in  each  of  these  cases  the  requesting 
physician  was  not  even  given  the  courtesy  of  a 
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reply  to  his  query,  whereas  a brief  phone  call 
could  have  provided  the  needed  information 
with  no  need  to  copy  the  record.  No  Code  of 
Ethics  can  make  moral  judgements  for  any  indi- 
vidual physician  — this  is  an  entirely  personal 
matter.  But  perhaps  it  is  not  out  of  order  to  quote 
from  the  most  recent*  AMA  Judicial  Council 
Opinions  and  Reports  concerning  the  Principles 
of  Medical  Ethics  (the  italics  are  ours): 

5.61  The  interest  of  the  patient  is  paramount 
in  the  practice  of  medicine.  When  a col- 
league who  is  presently  treating  a patient 
requests  records  from  another  physician 
who  has  formerly  treated  the  patient, 
that  former  physician  should  promptly 
make  his  records  available  to  the  attend- 
ing physician.  ...  It  is  unethical  for  a 
physician,  who  formerly  treated  a pa- 
tient, to  refuse  for  any  reason  to  make  his 
records  available  on  request  to  another 
physician  presently  treating  the  patient. 

And,  further: 

5.62  ..  . Medical  reports  should  not  be  with- 
held because  of  an  unpaid  bill  for  medical 
services. 

In  the  practice  of  medicine,  it  is  well  to  reflect 
from  time  to  time  and  to  ask  ourselves  in  whose 
interest  we  are  really  acting  and  whom  we  are 
hurting  by  our  actions. 

Collin  Baker,  M.D. 

Department  of  Family  Medicine 
University  of  South  Carolina  School 
of  Medicine 
Columbia,  S.  C.  29203 


* This  is  an  interpretation  published  in  1979  of  the  previous 
Principles  of  Medical  Ethics;  the  Judicial  Council  has  not 
yet  reviewed  the  Principles  adopted  in  July,  1980. 
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LETTER  TO  THE  EDITOR 


MEDICINE  IN  SOUTH 
CAROLINA  IS  ALIVE 
AND  WELL 

As  editor,  I especially  like  this  issue  of  The 
Journal.  It  features  four  articles  by  practicing 
physicians.  It  has  geographic  distribution  — arti- 
cles come  from  the  coast,  from  the  midlands,  and 
from  the  foothills.  It  contains  a thoughtful  remi- 
niscence of  our  past,  and  a statement  about  our 
present  research  needs.  In  short,  it  seems  rele- 
vant to  medical  practice  in  South  Carolina. 

Dr.  Cox  of  Greenville  reports  the  youngest 
patient  ever  to  die  of  amebic  meningoencephali- 
tis,. It  is  surprising  that  more  cases  of  amebic 
meningoencephalitis  have  not  been  reported 
from  South  Carolina,  given  the  large  number  of 
fresh  water  ponds  used  for  recreational  purposes 
in  our  state.  Drs.  Khan  and  M elver  illustrate  the 
value  of  concise,  well-written  case  reports  which 
call  attention  to  entities  which  physicians  might 
otherwise  not  recognize.  Dr.  Hay  provides  an 
interesting  state-of-the-art  review  of  replantation 
surgery,  which  includes  practical  information 
about  "what  to  do”  with  a severed  member  — a 
situation  which  may  confront  any  physician  at 
any  time.  The  article  by  Dr.  Whetsell  should 
interest  younger  physicians  not  only  because  of 
the  great  changes  in  medical  practice  within  one 
generation  (which  should  brace  all  of  us  for  "fu- 
ture shock”  for  the  year  2020!),  but  also  because 
of  his  frank  discussion  of  what  he  calls  basic  per- 
sonal principles.  Finally,  the  article  by  Drs. 
Donald  and  Still  presents  an  overview  ofbiomed- 
ical  research  needs  in  South  Carolina. 

Eighty  years  ago,  at  the  annual  meeting  of  the 
SCMA,  president  Walter  P.  Porcher  of  Charles- 
ton urged  that  a state  medical  journal  be  estab- 
lished, concluding:  "Let  us  no  longer  bear  the 
stigma  of  leaving  no  record  of  our  deeds.”  The 
unique  function  of  The  Journal  of  the  South 
Carolina  Medical  Association  should  be  to  de- 
scribe medicine  in  South  Carolina.  Other  jour- 
nals are  certainly  more  appropriate  for  reporting 
the  results  of  highly  specialized  medical  re- 
search. From  issues  such  as  this  one,  however,  I 
believe  that  a future  historian  could  gain  insight 
into  medicine  in  South  Carolina  as  it  existed  in 
1980,  and  would  conclude  that  medicine  in  South 
Carolina  was  alive  and  well. 

— CSB 


Dear  Dr.  Bryan; 

I was  delighted  to  see  your  perceptive  and 
constructive  editorial,  "Hurrah  for  Coopera- 
tion!”, published  in  The  Journal  of  the  South 
Carolina  Medical  Association,  August  1980.  The 
examples  of  interinstitutional  cooperation  in  re- 
search that  you  cite  are  illustrative  of  the  objec- 
tives and  aspirations  expressed  in  the  South 
Carolina  Master  Plan  for  Higher  Education. 

The  significance  of  collaboration  and  coopera- 
tion of  this  type  is  frequently  overlooked.  Thank 
you  for  bringing  this  positive  note  to  our  atten- 
tion. 

Sincerely, 

George  P.  Fulton,  Ph.D. 

Assistant  Director  for  Health  Affairs 

South  Carolina  Commission  on  Higher 
Education 

1429  Senate  Street 
Columbia,  S.C.  29201 
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HOORAY  FOR  THE  RED,  WHITE  AND  RLUE! 

I would  like  to  ask,  in  this  month’s  letter,  that  each  physician  in  South  Carolina  make  a commitment  to 
the  future  of  medicine  — not  only  in  South  Carolina  but  in  the  United  States  as  well.  This  commitment 
on  your  part  would  involve  several  things  which  will  cost  you  time  and  money.  Many  of  you  will  stop 
reading  now,  but  I urge  you  to  read  on.  Future  generations  will  judge  whether  we  were  interested 
enough  to  preserve  what  we  have  now  in  the  way  of  freedom  so  that  they  can  enjoy  the  same.  I can  assure 
you  that  the  forces  who  would  take  that  freedom  neither  rest  in  their  efforts  nor  spare  the  cash  in  their 
zeal  to  take  your  freedom.  What  I would  ask  is  not  difficult. 

First  of  all,  you,  of  course,  must  be  registered  to  vote.  By  the  time  you  read  this,  it  will  be  too  late  to 
register  to  vote  in  November.  I would  like  to  believe  that  every  physician  and  his  wife  made  the  small 
effort  to  see  that  they  are  registered  so  that  they  are  eligible  to  vote. 

The  next  effort  I would  ask  is  that  you  vote.  There  are  about  4,000  physicians  in  South  Carolina,  and 
with  their  wives  make  up  a small  number  of  the  total  votes  to  be  cast.  You  may  say  that  your  vote 
wouldn’t  amount  to  much.  Possibly  not,  but  if  you  would  ask  ten  people  to  vote  and  your  wife  asked  ten, 
then  our  4,000  grows  to  8,000  and  then  to  40,000  and  80,000.  This  is  a sizeable  block.  The  effort,  of 
course,  is  to  ask  these  people  to  vote.  Be  political,  and  don’t  be  afraid  to  ask.  The  people  you  ask  should 
be  asked  to  get  others,  and  the  snowball  effect  of  this  would  result  in  a good  number  of  votes.  I urge  you 
to  make  the  effort.  If  ten  is  too  small,  ask  20.  Just  don’t  leave  it  to  someone  else.  Your  opposition  isn’t 
afraid  to  ask  and  will  try  to  get  as  many  as  possible. 

The  painful  part  of  my  request  is  money.  I would  urge  each  of  you  to  contribute  to  a candidate  of  your 
choice.  Politics  is  fueled  by  money,  and  your  candidate  may  be  left  at  the  post  if  you  don’t  cough  up.  But 
I would  ask  you  to  cough  up  further  and  join  SOCPAC.  Only  450  doctors  belong  to  SOCPAC  and  that 
makes  our  political  arm  rather  anemic.  Candidates  in  your  area  expect  you  to  contribute  locally,  but  in 
the  State  House  they  expect  the  SCMA  to  give  also.  Our  legislative  record  for  the  past  two  years  is 
excellent.  To  preserve  this,  the  SCMA,  through  SOCPAC,  needs  to  help  our  friends  there.  In  order  to 
make  our  lobbying  efforts  successful,  it  takes  money.  By  law,  the  SCMA  cannot  use  hard  dollars.  Only 
by  joining  SOCPAC  with  your  money  can  hard  dollars  evolve.  We  have  no  dues  checkoff  to  help. 
SOCPAC,  by  policy,  at  the  present  time  participates  in  no  statewide  races.  Local  input  is  obtained  on 
each  House  and  Senate  race.  Most  members  of  your  Council  are  sustaining  members  of  SOCPAC  and 
have  given  $100.00.  Family  membership  is  $50.00  and  individual  is  $35.00.  Please  send  a personal 
check  today  to  SOCPAC  at  SCMA  Headquarters  to  help  out  in  the  fight.  Collectively  we  can  be 
effective.  Individually  we  are  lost.  Once  again,  please  vote  - ask  others  - and  give. 

Remember  — 


MEMBERSHIP  IS  UNITY  FOR  STRENGTH 


Halsted  M.  Stone,  M.D. 
President 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians. 
For  such  physicians,  we  offer  a practice  that 
is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases 
some  physicians  do  not  encounter  in  a life- 
time, where  you  work  without  worrying 
whether  the  patient  can  pay  or  you  will  be 
paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the 
best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine 
is  the  perfect  setting  for  the  dedicated  physi- 
cian. Army  Medicine  provides  wide-ranging 


opportunities  for  the  student,  the  resident, 
and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compen- 
sation and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher 
on  specialty  examinations. 

Army  Medicine  offers  an  attractive  alterna- 
tive to  civilian  practice.  As  an  Army  Officer, 
you  receive  substantial  compensation,  ex- 
tensive annual  paid  vacation,  a remarkable 
retirement  plan,  and  the  freedom  to  practice 
without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT.  Edward  R.  Miller,  MSC 
Dwight  David  Eisenhower 
Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)791-6092 


An  Equal  Opportunity  Employer 


We're  physicians.  But  we're 
also  business  people.  That's 
why  our  group  practice  has  a 
business  manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  pro- 
cessing. With  BASMED  we  do 
little  more  than  enter  the  name, 
date,  and  procedure  for  each 
patient.  BASMED  fills  in  the 
rest  from  its  vast  electronic 
files.  It  prints  the  forms  for  the 
right  insurance  companies, 
ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  we  hardly  know 
it's  there. 

But  our  business  manager 
does.  And  our  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  us  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 


Medical  Systems  Division 
Business  Application  Systems 

BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 


7334  chapel  hill  road 
raleigh,  n.c.  27607 


"NOW  OUR  BUSINESS^^H 
IS  AS  GOOD  AS  OUR  PRACTICE: 


THE  CANDIDATES  AND  HEALTH  CARE  ISSUES 


NOTE:  The  following  is  published  for  your  information  only.  It  is  not  an  endorsement  of  a 
candidate  or  a political  party. 

“What  ails  American  medicine  is  government  meddling  and  the  strait  jacket  of  federal 
programs.  Republicans  unequivocally  oppose  socialized  medicine  in  whatever  guise  it  is 
presented  by  the  Democratic  Party.’’  This  is  a direct  quote  from  the  GOP  platform  which 
recommends  tax  incentives  and  reforms  in  government  assistance  programs  to  provide  finan- 
cial relief  where  it  is  most  needed.  It  also  commends  the  role  of  the  Voluntary  Effort 
(sponsored  by  the  AMA,  the  American  Hospital  Association  and  other  groups)  in  keeping 
health  care  cost  increases  below  the  inflation  rate.  In  an  interview  with  Medical  Economics, 
Governor  Reagan  stated  his  opposition  to  catastrophic  as  well  as  national  health  insurance 
programs.  He  believes  further  federal  funding  of  health  maintenance  organizations  (HMO’s) 
should  depend  on  results  of  a cost  benefit  evaluation.  Opposed  to  mandatory  physician  fee 
controls,^  Governor  Reagan  would  address  problems  of  cost  and  access  to  care  by  increasing 
private  sector  competition.  Reagan  praised  the  American  medical  system  and  proposed  “.  . . 
building  cooperatively  on  their  (physicians’)  talents  rather  than  subjecting  them  to  a constant 
barrage  of  ill-advised  arbitrary  and  counterproductive  efforts  to  centralize  and  control  from  the 
federal  level  in  Washington.’’ 

Jimmy  Carter  has  expressed  his  views  in  interviews  with  Medical  Economics  and  the 
American  Medical  News.  President  Carter  believes  that  increased  federal  involvement  in 
health  care  under  his  administration  has  improved  the  system,  especially  in  access  to  care  for 
the  poor.  His  Healthcare  proposal  for  national  health  insurance  would  require  employers  to 
make  health  insurance  available  and  increase  government  assistance  to  the  aged,  disabled, 
poor  and  near-poor.  He  favors  a physician  fee  schedule  for  public  programs,  with  the  schedule 
serving  as  a guideline  for  private  coverage.  Believing  that  HMO’s  are  effective  in  reducing 
costs,  he  has  recommended  that  the  fiscal  1981  budget  include  $69  million  to  assist  343 
federally  supported  HMO’s.  Although  President  Carter  has  submitted  two  hospital  cost 
containment  proposals  to  Congress  which  have  been  defeated,  he  still  favors  a standby 
mandatory  system  for  controlling  hospital  costs. 

Representative  John  B.  Anderson  is  an  independent  candidate  for  President.  Although  he 
supports  catastrophic  coverage,  he  does  not  favor  a Kennedy-tvpe  national  health  insurance 
program.  He  believes  that  one  cannot  yet  assess  the  role  of  HMO’s  and  favors  continued 
government  incentives  to  expand  the  movement.  Where  taxpapyer  money  is  involved  in 
paying  physicians’  fees  (as  in  Medicare  and  Medicaid),  Anderson  thinks  the  public  has  a right  to 
assurance  that  the  money  is  spent  reasonably.  However,  he  is  not  certain  what  method  w?ould 
best  achieve  that;  goal-fee  schedules,  self-regulation  or  physician  fee  review  commissions  at 
the  state  level.  As  a Congressman,  he  voted  against  mandatory  federal  cost  containment  but 
supports  those  efforts  at  a state  level.  He  summarizes  his  philosophy  by  stating,  “To  the 
maximum  state  possible,  medical  practitioners  should  be  free  to  administer  to  the  needs  of  the 
nation  and  carry  out  their  professional  responsibilities  free  of  government  restraints.” 

Members  of  the  South  Carolina  medical  community  should  exercise  their  rights  as  responsi- 
ble citizens  by  supporting  and  voting  for  the  candidates  of  their  choice.  Many  experts  feel  that 
this  is  a pivotal  election  year,  and  we  must  all  be  willing  to  participate.  Don’t  forget  to  register 
— and  don’t  forget  to  vote! 

Mrs.  Warren  Y.  Adkins  and  Mrs.  J.  Ray  Ivester 
SCMA  Auxiliary  Legislation  co-Chairmen 
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TEGA-VERT  CAPSULES 

VERTIGO  • MOTION  SICKNESS  • NAUSEA  • MOOD  ELEVATION 


Each  capsule  contains: 

Pentylenetetrazol  (Metrazol) 50  mg. 

Niacin  (Nicotinic  Acid) 50  mg. 

Dimenhydrinate  (Dramamine) 25  mg. 


ADMINISTRATION  & DOSAGE:  One  or  two  capsules  three  or  four  times  daily 
before  or  after  meals. 

INDICATIONS:  TEGA-VERT  is  indicated  in  the  symptomatic  management  of 
idiopathic  vertigo,  as  well  as  that  associated  with  Meniere’s  Syndrome. 
Arterial  Hypertension,  Labyrinthitis,  Fenestration  Procedures,  Radiation  Sick- 
ness and  Tonic  Effect.  TEGA-VERT  has  also  been  of  value  in  patients  with 
clinical  symptoms  of  senility  and  functional  cerebral  impairment  as  well  as 
symptomatic  nausea. 

CONTRAINDICATIONS:  TEGA-VERT  should  not  be  used  in  patients  with 
known  history  of  sensitivity  to  any  of  its  ingredients.  Because  of  its 
vasodilating  effects,  niacin  is  contraindicated  in  the  presence  of  arterial 
hypotension. 

ORTEGA  PRODUCTS  ARE  DESIGNED  WITH  THE  FAMILY  PHYSICIAN  IN  MIND 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN 
THE  SOUTHEAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 


An  apple  a day  won’t 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a minimum 
28-day  program. 

Do  you  have  a patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
these  patients,  write  to  us. 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 

(912)  764-6236 


J.C.A.H.  ACCREDITED 


ON  THE  COVER: 

ROBERT  WILSON  GIBBES,  M.D. 
1809-1866 


An  imminent  man  of  science,  Robert  Wilson 
Gibbes,  Sr.,  served  as  the  President  of  the 
SCMA  for  the  years  1857-1858.  Born  in  Charles- 
ton and  graduated  from  the  Medical  College  in 
1834,  Dr.  Gibbes  conducted  an  active  medical 
practice  and  managed  a small  private  hospital  in 
Columbia,  but  his  interests  and  abilities  ran  far 
beyond  medicine  alone. 

From  politics  to  paleontology,  Dr.  Gibbes 
walked  at  the  forefront  of  each  field  he  entered. 
He  served  the  city  of  Columbia  as  its  Mayor,  the 
state  of  South  Carolina  as  Surgeon  General  of  the 
State  Militia  during  the  Confederacy,  and  his 
profession  as  President  of  his  state  medical  as- 
sociation. He  was  owner  and  editor  of  the  Co- 
lumbia newspaper.  The  South  Carolinian,  but  it 
was  in  the  physical  and  biological  sciences  that 
Dr.  Gibbes  brought  the  highest  recognition  to 
his  name  and  his  state.  As  a student  at  South 
Carolina  College,  while  serving  as  Assistant  to 
Dr.  Thomas  Cooper,  Professor  of  Geology,  the 
young  Gibbes  first  demonstrated  his  abilities 
with  the  sciences.  He  became  keenly  interested 
in  Ornithology,  Minerology  and  Conchology.  It 
was  said  that  Gibbes’  collection  of  “shark’s  teeth’’ 
was  the  finest  in  the  world.  It  was  in  Paleonthol- 
ogy  that  Dr.  Gibbes’  interest  abounded;  he  ar- 
gued and  published  extensively,  and  was  re- 
spected on  both  sides  of  the  Atlantic  for  his  re- 
search. His  colleagues  included  John  Bankman, 
John  J.  Audubon  and  Richard  Owens,  all  leaders 
in  their  field,  and  all  with  highest  regard  for 
Robert  Gibbes,  M.D.  Dr.  Gibbes  published 
many  scientific  articles  and  authored  books  on  his 
studies  of  fossils.  Much  of  the  scientific  material 
upon  which  he  based  his  arguments  and  descrip- 
tions came  from  construction  sites  on  South 
Carolina  plantations.  His  membership  in  the 
learned  societies  was  extensive  and  included  the 
Academy  of  Natural  Sciences  and  the  Royal  Soci- 
ety of  Copenhagen. 

Sadly,  his  magnificent  collection  of  over 
10,000  specimens  was  destroyed  by  fire  during 
the  vindictive  burning  of  Columbia  by  U.  S. 
troops  in  1865.  Dr.  Gibbes’  boundless  energy 
and  catholical  interests  began  to  fade  in  the  latter 
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years  of  the  war.  Congestive  heart  failure,  com- 
bined with  “a  fever”,  ended  his  life  a few  months 
after  Appomattox,  but  his  life  had  been  filled 
with  accomplishments  and  had  gained  for  Robert 
Wilson  Gibbes,  M.D.,  physician  and  scholar,  a 
recognition  that  transcended  the  boundaries  of 
his  native  South  Carolina. 

— TML 


CLASSIFIED 

LOCUM  TENENS  work  wanted  — Family  and 
General  Practice,  open  availability  — T.  C. 
Kolff,  M.D.  801-566-1666. 


INDEX  TO  ADVERTISERS 


Boehringer  Ingelheim,  Ltd 468,  469,  470 

Boots  Pharmaceuticals,  Inc 475,  476 

477,  478 

Burroughs  Wellcome 485 

Business  Application  Systems  491 

C&S  Trust 487 

Charlotte  Treatment  Center 474 

Dockside  Condominiums 455 

First  North  Carolina  Corporation 484 

Lilly,  Eli  & Company 488 

Merrell-National,  Inc 466,  467 

Ortega  Pharmaceutical  Company  493 

Ralph  T.  Green  & Associates 466 

Roche  Laboratories Cover  2,  453,  454, 

Cover  3,  Cover  4 

South  Carolina  National 463 

United  States  Air  Force 482 

United  States  Army 490 

Willingway,  Inc 493 

Winchester  Surgical  Supply 474 

Wyeth  Laboratories 454,  457,  458 


The  Journal  of  the  South  Carolina  Medical  Association 


ON  THE  COVER 


Yalium 

diBzepam/RochE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety:  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders:  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient. 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses.  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


The  cover  illustration  depicts  the  use  of 
ophthalmoscopic  equipment  available  to  oculists 
of  the  1850’s.  The  cover  demonstration  is  taken 
from  a text  of  Louis  Auguste  Desmarres  (Traite 
Theorique  et  Pratique  des  Maladies  des  Yeux, 
Second  Edition,  Paris,  Germer-Bailliere,  1858, 
Volume  3,  p.  770). 

Dr.  Desmarres  used  this  illustration  in  his  dis- 
cussion of  the  images  produced  by  ophthalmo- 
scopes, and  the  text  which  follows  is  the  descrip- 
tion of  this  illustration,  as  translated  from  the 
French  manuscript. 

‘‘Reversed  Image.  — It  is  obtained  with  the 
mirror,  when  we  put  a large  convex  glass  that 
comes  with  it  in  front  of  the  eye  and  which  has  to 
be  used  first  in  all  experiments  (on  how  to  use  the 
mirror  and  the  glass,  see  Figure  77).  With  this 
device,  we  have  a glimpse  of  the  whole  eye  and 
we  see  the  intraocular  end  of  the  optic  nerv  e,  its 
blood  vessels,  and  around  it  as  a frame,  the  large 
part  of  the  back  of  the  eye.  Thus,  we  first  of  all 
determine  the  nature  of  the  injury,  and  if  it  is 
necessar\r  thereafter,  we  can  resort  to  the  right 
image  to  study  the  details. 

If  we  want  to  enlarge  the  reversed  image,  we 
move  away  from  the  eye,  the  convex  lens  which 
we  hold  with  the  left  hand,  or  we  grasp  the 
handle  of  a convex  glass  number  six  at  ten  or  12, 
and  we  get  closer  to  the  eye  of  the  patient,  more 
or  less  according  to  the  power  of  the  glass  that  is 
being  used.  This  last  device  tiresfrmt  the  eye  of 
the  observer  very  much,  and  in  the  same  way  as 
with  the  right  image,  we  should  use  it  in  modera- 
tion.” 

— TML 


Roche  Laboratories 
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All  good  things  must  come  to  an  end. 

ONLY  11 
DOCKSIDE 
RESIDENCES 
REMAIN. 


Great  location. 

Primary  among  the  concerns  of  the 
prominent  Carolinians  who  have 
already  established  residence  is 
Dockside's  convenience  . . . to  the 
shoppes,  restaurants,  historic 
churches,  and  cultural  attractions 
afforded  by  the  peninsular  city. 
Legal,  financial,  and  medical 
professionals  delight  in  having 
only  three  bridge-free  minutes 
between  home  and  office.  And  a 
professional  management  and 
maintenance  staff  assures  Dockside 
residents  that  their  leisure  time 
will  be  their  own,  to  spend  exactly 
as  they  wish. 


A to  better  value 
available. 

More  than  130  families 
have  already  recognized 
the  value  afforded  them  by 
a Dockside  condominium 
. . . and  only  11  more  will 
be  privileged  to  call  this 
prestigious  location 
"home". 

Personal  privacy  keynotes 
life  at  Dockside.  Courtyard 
town  homes  each  feature  a 
private  walled  garden 
terrace,  and  direct 
access  to  the  covered 
parking  area  below. 


Priced  from  $79. 900 


The  final  11  Dockside  residences  to  be 
offered  are  available  now;  for  further  information, 
visit  our  sales  office  open  daily  or  call 
577-9665  for  a private  appointment. 


330  Concord  St.,  Charleston, SC 


/Wlministrative  Offices. 

Myrtle  Beech.  South  Carolina 


Marketing  by 
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INTRODUCTION:  EYE  CARE  FOR  THE  PRIMARY 
PHYSICIAN 

THOMAS  M.  LELAND,  Ph.D.,  M.D.* 

There  is  no  specialty  in  the  practice  of 
medicine  that  does  not  interface  with  ophthal- 
mology in  some  form  or  another.  Whether  highly 
specialized  or  in  a primary  care  practice,  every 
physician  can  be  called  upon  to  evaluate  the  ocu- 
lar system  and  render  opinions  regarding  treat- 
ment or  referral. 

Consisting  of  all  of  the  embryological  tissues  of 
development,  the  ocular  structures  are  subject  to 
essentially  every  known  hereditary,  infectious, 
inflammatory,  malignant  or  age-related  disease 
process  that  affects  man.  From  its  value  in  assess- 
ing the  health  of  a newborn  to  its  functions  after 
the  death  of  its  host  (as  donor  material  for  corneal 
transplantation),  the  eye  provides  the  physician 
with  direct,  easily  observable,  physical  informa- 
tion which  allows  him  to  better  care  for  and  un- 
derstand the  concerns  of  his  patient. 

This  Symposium  has  been  prepared  by  practic- 
ing ophthalmologists  with  two  basic  objectives. 

These  are  to  provide  the  reader  with  a composite 
form  of  basic  information  on  eye  care  and  to 
demonstrate  the  very  important  role  that  the 
physician  in  primary  care  specialities  can  play  in 
evaluating,  treating,  and  properly  referring  their 
patients  who  have  problems  with  their  eyes  or 
visual  system.  Although  there  is  some  therapy- 
related  material  in  this  Symposium,  the  overall 
effort  has  been  to  present  general  coverage  of  the 
broad  areas  of  ophthalmology,  including  the  red, 
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painful  eye,  cataract  therapy,  glaucoma,  practical 
aspects  of  neurophthalmology,  and  the  role  of  the 
eye  in  ev  aluating  learning  disabilities  and  disor- 
ders of  the  cardiovascular  system. 

Selection  and  preparation  of  the  material  for 
this  symposium  has  been  guided  by  a guest 
editorial  staff,  consisting  of  Doctors  W.  W.  Val- 
lotton,  J.  C.  Yarborough,  and  J.  C.  Ferguson, 
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THE  RED  EYE: 

WHAT  EVERY  PHYSICIAN  SHOULD  KNOW 


MARVIN  G.  BURDETTE,  JR.,  M.D.* 


Frequently  a patient  with  a red  eye  will  first 
seek  attention  from  his  family  physician  or 
emergency  room  physician.  The  average  prac- 
titioner often  has  had  only  limited  exposure  to 
the  ophthalmology  service  while  in  training  and 
he  may  approach  the  evaluation  and  treatment  of 
common  eye  problems  with  uncertainty  or  trepi- 
dation. The  purpose  herein  is  to  provide  the 
practitioner  with  a differential  diagnosis  of  the 
red  eye  and  discuss  the  treatment  of  frequently 
encountered  eye  disease. 

EXAMINATION 

A basic  evaluation  should  include  an  accurate 
history,  vision  check  with  correction,  external 
inspection  of  the  lids  and  adnexa,  pupil  examina- 
tion, and  penlight  examination  of  the  conjunctiva 
and  cornea.  The  history  combined  with  the  ob- 
jective findings  enables  the  physician  to  differen- 
tiate the  major  causes  of  the  inflamed  eye  in  most 
instances.  Key  points  in  the  history  are  the  onset 
and  duration  of  symptoms,  how  much  the  vision 
is  affected,  and  the  character  and  degree  of  eye 
pain. 

Trauma  can  produce  a spectrum  of  injuries 
presenting  as  a red  eye.  These  include  subcon- 
junctival hemorrhage,  chemical  conjunctivitis, 
traumatic  iritis,  hyphema  (blood  in  the  anterior 
chamber),  and  obvious  or  suspected  lacerations 
of  the  cornea  or  sclera.  A subconjunctival  hemor- 
rhage alone  is  a benign,  self-limiting  injury, 
however,  any  severely  traumatized  eye  should 
be  evaluated  by  a specialist  for  other  injuries. 

The  first  step  in  the  examination  is  a vision 
check  with  correction.  Each  eye  is  checked  sepa- 
rately, covering  one  eye  while  keeping  both  eyes 
open.  A standard  Snellen  chart  at  20  feet  may  be 
used,  recording  the  smallest  line  read  correctly. 
As  an  alternative,  the  “pocket”  or  reduced  Snel- 
len chart  with  near  vision  equivalent  for  distance 

* Greenwood  Eye  Clinic,  P.A.,  P.  O.  Box  369,  210  Wells 
Ave.,  Greenwood,  S.  C.  29646. 


vision  may  be  used.  Be  sure  any  presbyopic  pa- 
tient is  using  his  reading  glasses  or  bifocals  when 
using  the  near  vision  card.  The  corrected  near 
vision,  generally,  but  not  always,  corresponds  to 
the  distance  visual  acuity. 

Pupils  should  be  equal  in  size  and  react  briskly 
to  light.  Any  difference  of  one  millimeter  or  more 
in  diameter  (anisocoria)  is  readily  apparent  and  is 
significant.  Anisocoria  can  be  post-traumatic  or  a 
normal  variant  in  up  to  20%  of  the  population.1 
Any  poorly  reactive  pupil  or  anisocoria  should  be 
evaluated  by  an  ophthalmologist. 

The  lids  should  be  inspected  for  crusting,  scal- 
ing or  redness  indicative  of  a blepharitis.  The 
common  stye,  or  hordeolum,  is  an  infection  in 
the  meibomian  glands  at  the  eyelash  roots. 
Chalazia  are  non-tender  granulomatous  nodules 
of  chronic  infection  that  may  follow  a hordeolum. 

CORNEAL  ABRASIONS 

Inspection  with  a penlight  of  the  cornea  may 
reveal  corneal  abrasions  or  defect  by  a distortion 
or  loss  of  the  normal  crisp,  mirror-like  surface  of 
the  cornea.  To  easily  evaluate  a corneal  abrasion, 
sodium  fluorescein  can  be  placed  in  the  eye  and 
examined  with  a cobalt  blue  light  (available  in 
penlight  from  Concept,  Inc.)**  Solutions  of 
fluorescein  should  not  be  kept  available  because 
of  possible  colonization  with  bacteria,  esp. 
Pseudomonas,  a potentially  devastating  ocular 
pathogen.  Dry  sterile  strips  of  fluorescein  are 
available  (Fluor-i-strip-AT)***  which  can  be 
moistened  and  touched  to  the  inside  of  the  lower 
lid.  After  the  patient  has  blinked,  the  corneal 
abrasion  shows  up  clearly  as  a bright  green  stain- 
ing pattern  with  the  cobalt  blue  light. 

Uncomplicated  corneal  abrasions  may  be 
treated  with  a topical  antibiotic,  such  as  10% 


**  Concept,  Inc.,  12707  U.  S.  19  South,  Clearwater,  FL 
33516 

***  Ayerst  Laboratories,  Inc. 
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sulfacetamide  or  a neomycin/polymyxin  B com- 
bination, and  a firm  pressure  eye  patch.  Cyclogyl 
1%  is  usually  instilled  in  addition  to  the  antibiotic 
to  treat  the  iritis  that  accompanies  corneal  abra- 
sions. The  use  of  topical  anesthetics  (tetracaine 
and  proparacaine)  should  be  used  only  as  neces- 
sary to  adequately  examine  the  patient.  They 
should  never  be  given  to  patients  to  use  at  home. 
The  anesthetics  not  only  decrease  corneal  heal- 
ing (direct  toxic  effect)  but  they  may  mask  the 
pain  of  serious  complications  such  as  corneal  ul- 
ceration. 

CONJUNCTIVITIS 

By  far  the  most  common  eye  disease  encoun- 
tered is  conjunctivitis,  consisting  of  conjunctival 
hyperemia  and  a discharge.  The  etiologies  are 
numerous;  broadly  classified,  and  they  fall  into 
the  following  categories:  1)  bacterial,  2)  viral,  3) 
allergic,  4)  chemical  and/or  traumatic,  5)  TRIC 
agents  or  chyamdia,  6)  rickettsial,  7)  spirochetal, 
and  8)  fungal /parasitic. 2 The  latter  four  causes 
are  infrequent  or  rare  and  will  not  be  discussed. 

Presenting  symptoms  of  a conjunctivitis  in- 
clude conjunctival  injection,  tearing,  burning, 
itching,  eyelid  swelling,  discharge,  and  often 
pain  described  as  a foreign  body  sensation  or 
grittiness  in  the  eye,  especially  if  the  cornea  is 
involved.  The  foreign  body  sensation  may,  in 
fact,  be  the  chief  complaint. 

The  great  majority  of  conjunctivitis  is  viral  in 
origin.  The  onset  of  symptoms  typically  occurs 
over  several  hours  and  may  present  with  one  or 
both  eyes  involved.  If  one  eye  is  infected,  the 
fellow  eye  may  develop  similar  and  less  severe 
symptoms  within  three  to  four  days.  Viral  con- 
junctivitis may  be  the  only  manifestation  of  infec- 
tion or  it  may  accompany  a systemic  viral  illness. 
Most  viral  infections  are  caused  by  one  of  the 
adenoviruses.  Associated  systemic  findings  in- 
clude fever,  cervical  lymphadenopathy,  and 
pharyngitis.  Less  frequent  causes  of  viral  con- 
junctivitis are  herpes  simplex  (mainly  type  I), 
herpes  zoster,  or  others  such  as  vaccinia. 

Viral  conjunctivitis  is  therefore  characterized 
by  profuse  tearing,  minimal  exudate,  conjuncti- 
val injection,  and  possible  preauricular  adenopa- 
thy. Its  course  is  self-limiting  in  seven  to  14  days, 
and  treatment  is  symptomatic.  If  the  cornea  is 
involved,  i.e.,  corneal  staining,  coverage  with  an 
antibiotic  is  warranted.  If  there  is  no  corneal 
staining,  treatment  of  choice  is  topical  vas- 
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oconstrictors  (Vasocon,  Albalon,  Naphcon,  etc.) 
and  cool  compresses.  Topical  antihistamines  may 
be  added  as  in  Vasocon-A,  however,  these  are  of 
questionable  benefit.  Steroids  or  steroid- 
antibiotic  combinations  should  not  be  used  be- 
cause the  steroid  may  exacerbate  the  viral  infec- 
tion, especially  if  due  to  Herpes  simplex.  If  a 
corneal  dendritic  (branching)  or  geographic 
staining  pattern  by  fluorescein  is  seen,  Herpes 
simplex  keratitis  is  present  and  should  be  re- 
ferred for  antiviral  therapy  by  a specialist. 

The  type  of  discharge  is  very  important  in 
distinguishing  between  viral  and  bacterial  con- 
junctivitis (see  Table  I).  A discharge  that  is  wa- 
tery or  mucoid  is  generally  seen  in  viral  and 
allergic  conjunctivitis.  Purulent  or  mucopuru- 
lent discharge  is  characteristic  of  bacterial  infec- 
tions, although  hyperacute  viral  infection  can 
produce  considerable  exudate. 

Table  I 

DIFFERENTIAL  DIAGNOSIS  OF  CONJUNCTIVITIS 


Viral 

Bacterial 

Allergic 

Discharge 

mucoid 

purulent  or 

scant,  waters 

watery 

muco-purulent 

Smear* 

monocytes,  no 

polys,  bacteria 

eosinophiles 

(palpehral 

organisms 

conj.  scraping) 
Preauricular 

common 

uncommon 

none 

limphadenopathy 

Associated 

UR1 

seldom 

hay  fever  or 

tin  dings 

pharyngitis 

atopic  history 

* Giemsa  or  Wright’s  stain 


The  onset  of  bacterial  conjunctivitis  is  rela- 
tively acute  and  generally  bilateral  with  a puru- 
lent discharge.  The  most  likely  causative  or- 
ganisms are:  1)  coagulase-positive  Staphvlocci,  2) 
hemolytic  streptococci,  3)  Diplococcal  pneu- 
monia, or  4)  Hemophilus.3  Bacterial  infection 
can  vary  in  severity  from  a mild  conjunctivitis 
associated  with  a staphyloccocal  blepharitis  to  a 
hyperacute  conjunctivitis  from  N.  gonorrhoeae, 
which  may  progress  to  corneal  ulceration. 

The  diagnosis  of  bacterial  conjunctivitis  can  be 
presumptive  if  the  discharge  is  purulent.  In  se- 
vere infections,  a culture  of  the  discharge  and  a 
conjunctival  scraping  from  Gram  stain  should  be 
done  before  antimicrobial  therapy  is  begun.  The 
conjunctival  scraping  for  a smear  should  be  omit- 
ted unless  the  technique  has  been  demonstrated 
by  an  ophthalmologist.  Treatment  with  sul- 
facetamide 10%,  one  drop  every  hour,  or  a com- 
bination neomycin /polymyxin  B such  as  Neospo- 
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rin  or  Statrol  every  hour  will  generally  be  effec- 
tive. f Improvement  should  occur  within  24 
hours  and  should  clear  within  two  to  three  days 
on  appropriate  therapy. 

The  use  of  corticosteroids  should  be  avoided 
because  of  possible  exacerbation  if  resistant  or- 
ganisms are  present.  Little  effect  is  gained  by  the 
addition  of  steroids  over  antibiotics  alone  for  con- 
junctivitis.  Complications  from  the  use  of 
steroids  or  antibiotic-steroid  combinations  in- 
clude the  masking  of  potentially  serious  eye  in- 
fections such  as  corneal  ulceration  or  the  exacer- 
bation of  herpetic  or  fungal  keratitis.  The  eyes 
should  not  be  patched  as  in  treating  a simple 
corneal  abrasion,  because  a warmer  environment 
may  potentiate  the  infection.  Cool  compresses 
may  add  relief  for  swelling  and  discomfort. 

Allergic  conjunctivitis  is  another  frequent  type 
of  conjunctivitis.  A number  of  antigens  such  as 
pollens  can  produce  conjunctival  reaction  in 
hypersensitive  people,  usually  those  with  a hay 
fever  history.  Sometimes  it  is  difficult  to  distin- 
guish viral  from  allergic  conjunctivitis,  (see  Table 
I),  however,  the  initial  treatment  is  similar.  Top- 
ical vasoconstrictors,  such  as  Vasocon  or  Albalon, 
are  used  along  with  cool  compresses.  Oral  an- 
tihistamines may  be  helpful  in  some  patients. 

One  type  of  allergic  conjunctivitis  seen  fre- 
quently in  warm  months  in  the  warmer  climates 
is  vernal  conjunctivitis.  It  affects  boys  more  than 
girls  and  it  is  characterized  by  itching  associated 
with  a scant,  stringy  discharge.  Patients  may  de- 
velop large  gelatinous  vegetations,  or  papillae, 
inside  the  upper  lid  that  resemble  cobblestones. 
Conjunctival  scrapings  demonstrate  eosino- 
philes  on  Wright  s or  Giemsa  stain.  The  inciting 


antigen  is  unknown  but  the  disease  is  still  con- 
sidered allergic.  Mild  cases  respond  to  topical 
symptomatic  treatment  with  Vasocon,  etc. 
Steroids  should  only  be  administered  under  the 
supervision  of  an  ophthalmologist.  Several  cases 
have  been  reported  in  which  children  have  used 
steroid  eyedrops  for  a year  or  more  without  fol- 
lowup and  have  developed  vision  loss  from  ad- 
vanced steroid  glaucoma. 

ANTERIOR  UVEITIS 

A number  of  local  and  systemic  conditions  can 
produce  an  inflamed  conjunctiva.  Iritis,  or  an- 
terior uveitis  (see  Table  II)  must  be  distinguished 
from  conjunctivitis.  Iritis  or  anterior  uveitis  is 
inflammation  in  the  iris  and  ciliary  body  produc- 
ing cells  and  flare  in  the  anterior  chamber  and  the 
diagnosis  requires  a slit  lamp  examination.  The 
cardinal  symptom  of  iritis  is  photophobia.  Con- 
junctivitis may  also  produce  photophobia  and 
blurred  vision  but  to  a much  lesser  degree.  A 
circumlimbal  halo  of  engorged  conjunctival  ves- 
sels is  usually  present  in  iritis.  The  frequent 
causes  of  iritis  are  1)  idiopathic  (majority  of 
cases),  2)  secondary  to  local  ocular  disease/ 
infection  such  as  trauma,  corneal  ulceration, 
etc.,  or  3)  systemic  disease  with  uveitis.  Nearly 
any  agent  causing  a systemic  infection  is  capable 
of  producing  a uveitis. 

The  major  systemic  conditions  to  be  consid- 
ered in  the  diagnosis  of  uveitis  are  tuberculosis, 
sarcoidosis,  histoplasmosis,  toxoplasmosis, 
syphilis,  arthritis  (anklyosing  spondylitis, 
juvenile  rheumatoid  arthritis  and  other  collagen 
vascular  diseases),  and  genitourinary  tract  dis- 
ease (Reiter’s  syndrome  and  gonorrhea).  Treat- 


Table  II 

DIFFERENTIAL  DIAGNOSIS  OF  COMMON  CAUSES  OF  THE  INFLAMED  EYE 


Incidence 

Vision 

Pain 

Conjunctival  injection 
Pupil  size /reaction 

Ocular  tension 
Discharge 


Acute 

conjunctivitis 

extremely  common 
little  or  no  decrease 

foreign  body  sensation 

diffuse 

normal 

normal 

moderate  to  copious 


Iritis  or 

Anterior  Uveitis 
common 

mild  to  moderate 
blurring 

prominent  photophobia 
mainly  circumcorneal 
miotic,  sluggish 

normal  or  low 
none 


Angle  Closure  Glaucoma 

uncommon 
marked  blurring 

moderate  to  severe  pain 

diffuse 

m id-dilated, 

poorly  reactive 

elevated 

none 


t Gonococcal  conjunctivitis  requires  systemic  and  topical 
treatment. 
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ment  includes  cycloplegics  and  topical  steroids 
following  evaluation  by  an  ophthalmologist  in 
addition  to  treatment  of  the  primary  disease. 

ACUTE  GLAUCOMA 

Another  important  differential  in  the  inflamed 
eye  is  an  attack  of  angle  closure  glaucoma.  The 
incidence  of  angle  closure  glaucoma  comprises 
less  than  5%  of  all  glaucomas.4  It  generally  pre- 
sents in  the  middle  or  older  age  group  and  classi- 
cally has  conjunctival  injection,  hazy  or  steamy 
cornea,  pupil  mid-dilated  and  poorly  reactive, 
pain,  decreased  vision,  and  an  eye  that  is  firm  to 
palpation.  The  ocular  tension  may  be  checked  by 
a Shiotz  tonometer  by  those  familiar  with  its  use. 
The  tension  in  angle  closure  glaucoma  will  gen- 
erally be  above  50mm.  Hg.  An  attack  of  angle 
closure  glaucoma  is  an  emergency  that  should  be 
referred  to  an  ophthalmologist  immediately  for 
treatment. 


SUMMARY 

With  a careful  history  and  examination,  the 
majority  of  the  commonly  occurring  causes  of  the 
red  eye  can  be  identified.  For  those  patients  in 
whom  the  diagnosis  is  uncertain  or  in  patients 
with  decreased  vision  or  abnormal  pupils,  refer- 
ral to  an  ophthalmologist  is  indicated.  □ 
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THE  ROLE  OF  THE  OPHTHALMOLOGIST  IN  THE 
NON-INVASIVE  DIAGNOSTIC  EVALUATION  OF 
CAROTID  ARTERY  DISEASE 


HUNTER  R.  STOKES,  M.D.,  F.A.C.S.* 


INTRODUCTION 

In  1972,  an  article1  in  this  journal  states, 
“Transient  monocular  blindness  should  be  con- 
sidered as  an  ominous  sign  of  an  impending  cere- 
bral vascular  accident.” 

There  are  various  symptoms  and  signs  which 
involve  the  eye  and  which  are  helpful  in  the 
evaluation  and  diagnosis  of  cerebral  vascular  in- 
sufficiency, especially  as  it  involves  the  carotid 
artery  system.  Ophthalmologists  are  often  first 
consulted  by  patients  with  transient  ischemic  at- 
tacks which  involve  the  visual  system.  Ophthal- 
mologists also  can  assist  family  physicians  and 
internists,  as  well  as  neurologists  and  vascular 
surgeons,  in  non-invasive  diagnostic  tests  in  pa- 
tients with  transient  ischemic  attacks. 

SYMPTOMS: 

Amaurosis  fugax,  “fleeting  blindness,”  is  uni- 
lateral, transient,  painless  blindness.  It  usually 
lasts  less  than  five  minutes  and  is  seen  in  30  to  40 
percent  of  patients  with  carotid  artery  disease. 
Amaurosis,  as  an  initial  symptom,  is  a much  more 
reliable  indicator  of  carotid  disease  than  hemi- 
spheric transient  ischemic  symptoms,  such  as 
contralateral  hemiparesis.  Transient  ischemic  at- 
tacks, including  amaurosis,  signify  a 40  percent 
risk  of  stroke  in  five  years,  50  percent  occurring 
in  the  first  year.2 

A critical  differential  point  in  patients  with 
transient  vision  loss  is  unilaterality.  In  cases 
where  the  loss  of  vision  is  bilateral,  the  etiology  is 
ischemia  to  the  occipital  lobe,  secondary  to  insuf- 
ficiency in  the  vertebro-basilar  arterial  system. 
Vertebro-basilar  transient  ischemic  attacks  are 
more  frequent  than  carotid  transient  ischemic 
attacks,  but  are  less  likely  to  progress  to  a frank 
stroke. 


* Clinical  Associate  Professor  of  Ophthalmology,  USC 
School  of  Medicine,  and  Clinical  Assistant  Professor  of 
Ophthalmology,  MUSC.  Address  reprint  requests  to: 
P.  O.  Box  431,  Florence,  S.  C.  29503 


SIGNS 

The  definitive  diagnosis  of  carotid  artery  dis- 
ease is  made  with  arteriography,  but  this  invasive 
procedure  is  expensive  and  potentially  danger- 
ous. Furthermore,  arteriography  should  only  be 
done  if  the  patient  is  a candidate  for  endardorec- 
tomy,  should  the  results  of  the  contrast  study  be 
positive.  Partially  invasive  tests,  such  as  radioiso- 
tope brain  scans,  with  emphasis  on  neck  blood 
flow,  are  safer  than  arteriography  and  give  useful 
information.  Ocular  plethysmography  and  dop- 
pler  ultrasonography  are  also  helpful,  but  they 
are  expensive  and  they  are  performed  by  techni- 
cians. 

Ophthalmodynamometry  (ODM)  is  a test 
which  is  inexpensive,  safe,  performed  by  a medi- 
cal doctor,  and  which  is  as  accurate  as  any  of  the 
above  named  procedures.  ODM  indirectly  mea- 
sures the  relative  arterial  pressure  in  the  two 
carotid  systems  by  comparing  the  pressure  in  the 
ophthalmic/central  retinal  artery  circulation  of 
each  eye.  Reduced  flow  through  one  of  the 
carotid  arteries  produces  an  abnormally  low 
ODM  reading  on  the  ipsilateral  side.  This  test  is 
easily  performed  by  pressing  the  footplate  of  the 
ODM  instrument  against  the  lateral  side  of  the 
eyeball  (Figure  1)  while  watching  the  central 
retinal  artery  (CRA)  on  the  disc  (through  a dilated 
pupil).  The  diastolic  ODM  level  is  recorded 
when  a pulsation  in  the  CRA  occurs.  The  normal 
ODM  level  is  approximately  40  (diastolic)  or  V2  of 
the  brachial  diastolic  pressure.  A 15  percent  dif- 
ference in  the  pressure  in  the  two  eyes  is  consid- 
ered significant.  An  advantage  of  the  small 
hand-held  instrument  is  that  it  can  be  carried 
into  the  hospital  room,  intensive  care  unit,  the 
nursing  home,  or  wherever  the  patient  is  lo- 
cated. 

At  the  time  that  ODM  testing  is  done,  a 
thorough  fundus  exam  is  also  performed  and  this, 
too,  may  yield  valuable  information  regarding 
the  status  of  the  patient.  The  presence  of  emboli 
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in  the  retinal  arterial  circulation  is  never 
“physiologic.”  The  ophthalmologist  is  trained  to 
evaluate  the  significance  of  the  “plaques”  to  de- 
termine their  composition  as  well  as  their  prob- 
able source.  Clinically,  emboli  from  the  heart 
have  a different  appearance  than  emboli  from  the 
carotid  artery,  and  even  among  carotid  artery 
emboli,  those  of  cholesterol  composition  are  dif- 
ferent in  appearance  and  in  significance  than 
those  made  up  primarily  of  platelets. 

Cholesterol  emboli,  commonly  referred  to  as 
“Hollenhorst  plaques,”3  have  their  origin  in  the 
base  of  ulcerative  lesions  in  the  proximal  internal 
carotid  artery  and  often  dislodge  in  showers. 
They  are  visible  in  the  retinal  circulation  as 
bright  yellow  orange  flakes  and  usually  do  not 
cause  significant  obstruction  of  retinal  vessels, 
though  larger  ones  may  lodge  just  at  the  entrance 
of  the  CRA  into  the  eye  and  cause  blindness 
through  central  retinal  artery  occlusion.  The  full 
appreciation  of  this  type  of  embolus  is  that  pa- 
tients with  these  plaques  will  later  develop  sig- 
nificant cerebrovascular  problems,  if  not  treated. 

The  platelet  embolus  is  a more  sinister  prob- 
lem. It  presents  the  broken  tail  of  a thrombus 
associated  with  a significant  obstructive  lesion  of 
the  carotid  artery.  The  embolus  causes  obstruc- 
tion within  the  retinal  circulation  with  regional 
(usually  quadrantic)  ischemia. 

Occlusion  of  the  central  retinal  artery  causes 
sudden  painless  unilateral  blindness  and  repre- 
sents a true  ophthalmic  emergency.  This  classic 
ocular  problem,  with  its  typical  box  car  retinal 
circulatory  changes  and  cherry  red  spot  in  the 
macula  has  carotid  artery  disease  as  its  etiology  in 
at  least  50  percent  of  cases.  The  recognition  of 
this  relationship  has  allowed  ophthalmologists  to 
more  appropriately  refer  patients  with  poten- 
tially dangerous  problems  to  neurologists,  inter- 
nists and  vascular  surgeons. 

There  are  other  less  frequently  noted  retinal 
changes  which  are  significant  in  the  evaluation  of 
patients  with  suspected  carotid  disease.  In  both 
diabetes  mellitus4  and  hypertension,5  the  degree 
of  retinopathy  may  be  less  on  the  side  of  carotid 
obstruction.  In  addition,  there  are  other  retinal 
changes  which  are  non-specific  (microaneu- 
rysms, hemorrhages,  neovascularization)  which 
lend  support  to  the  diagnosis  of  carotid  artery 
disease. 

Listening  for  bruits  represents  a major  non- 
invasive  diagnostic  procedure  in  the  evaluation 
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of  patients  with  suspected  carotid  disease6  and 
ophthalmologists,  in  recent  years,  are  more  often 
using  their  stethoscopes  to  further  evaluate  such 
patients. 


FIGURE  1:  Method  of  examination  in  ophthal- 
modynamometry. 


DISCUSSION 

As  recent  advances  in  medicine  permit  pa- 
tients to  live  longer  than  ever,  and  as  vascular 
disease  becomes  the  greatest  threat  to  health  in 
older  patients,  all  physicians  must  plan  an  enlarg- 
ing role  in  the  evaluation  of  such  patients. 

Ophthalmologists  are  capable  of  playing  a 
major  role  in  the  diagnosis  of  patients  with 
carotid  disease.  Some  of  these  patients  will  seek 
the  advice  of  the  ophthalmologist  first,  usually 
because  of  visual  symptoms. 

All  physicians  should  be  aware  of  the  diagnos- 
tic value  of  ophthalmodynamometry,  as  well  as 
the  additional  help  which  the  ophthalmologist 
may  provide  in  the  evaluation  of  the  fundus  of 
patients  in  whom  carotid  disease  is  suspected. 
Statistics  show  that  the  patients  in  whom  abnor- 
mal ODM  testing  is  recorded,  and  patients  in 
whom  retinal  arterial  embolization  has  occurred, 
represent  the  highest  percentage  of  positive 
yields  for  carotid  disease  among  the  various  signs 
of  this  condition.  Bruits  represent  another  very 
important  physical  sign  and  every  M.D.  should 
always  use  his  stethoscope  as  part  of  the  evalua- 
tion of  patients  in  whom  carotid  disease  is  sus- 
pected. 

Asymptomatic  bruits  have  received  much  at- 
tention in  recent  literature.7  These  bruits  are 
found  on  routine  physical  exam  in  patients  where 
no  history  of  transient  ischemic  attacks  has  been 
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elicited.  The  role  of  the  ophthalmologist  in 
asymptomatic  bruits  cannot  be  overemphasized. 
ODM  testing,  looking  for  emboli,  looking  for 
retinopathy  — all  of  these  non-invasive  studies 
can  be  performed  competently  by  the  ophthal- 
mologist, and  positive  findings  then  lead  to  more 
definitive  studies  which  ultimately  produce  a 
change  from  an  asymptomatic  bruit  to  a symp- 
tomatic brui.t. 

SUMMARY 

The  ophthalmologist,  by  virtue  of  his  training 
and  experience,  is  capable  of  lending  invaluable 
assistance  to  other  medical  doctors  in  the  evalua- 
tion of  patients  in  whom  carotid  disease  is  sus- 
pected. The  role  of  the  ophthalmologist  is  related 
to  the  availability7  of  direct  visualization  of  the 
arterial  circulation  in  vivo,  and  allows  a safe, 
intelligent,  and  non-invasive  approach  to  the 
evaluation  of  these  patients.  □ 
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VISUAL  REHABILITATION  FOLLOWING  CATARACT 
SURGERY* 

WILLIAM  CAIN,  JR.,  M.D. 

WILLIAM  A.  JOHNSON,  M.D. 


Cataract  surgery  and  the  visual  rehabilitation 
of  the  cataract  patient  following  surgery  have 
undergone  major  changes  in  the  past  twenty 
years.  Intracapsular  cataract  surgery,  where  the 
entire  lens  within  its  capsule  is  removed,  is  still 
the  most  widely  used  technique  of  cataract  re- 
moval. More  and  more  surgeons  are  using  ex- 
tracapsular  techniques  where  the  posterior  lens 
capsule  is  left  as  a physiologic  barrier  between 
the  vitreous  and  the  anterior  chamber.  This 
change  has  been  made  possible  by  sophisticated 
irrigation-aspiration  devices  which  allow  good 
removal  of  soft  lens  material.  These  extracapsular 
techniques  are  especially  well-suited  to  infants, 
young  people,  and  certain  types  of  intraocular 
lens  patients  where  retention  of  the  posterior 
capsule  for  lens  fixation  is  desirable.  New  su- 
tures, needles,  micro-instruments,  and  the 
operating  microscope  have  greatly  improved  the 
quality  of  the  operation. 

While  surgical  techniques  were  changing  and 
improving,  the  ability  of  the  surgeon  to  visually 
rehabilitate  his  patient  — the  real  reason  for 
surgery  — has  also  made  tremendous  advances. 
While  cataract  glasses  and  hard  contact  lens  have 
been  available  for  some  time,  many  patients 
were  unhappy  with  these  or  unable  to  tolerate 
them.  With  the  advent  of  more  comfortable  soft 
contact  lens  and  intraocular  lens  implants,  many 
patients  who  were  not  good  surgical  candidates 
have  become  candidates  and  more  satisfactoiy 
results  are  possible.  Each  of  these  corrective 
modalities  will  be  briefly  discussed. 

The  design  of  cataract  glass  has  been  much 
improved  by  the  Welsh  4-Drop  modification 
which  improves  the  patients’  peripheral  vision. 
However,  the  spectacle  induced  magnification 
(25%-30%  greater  than  the  normal  eye’s  image) 


* From  the  Columbia  Eye  Clinic,  P.A. , 1520  Laurel  Street, 
Columbia,  S.  C.  29201 
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and  peripheral  visual  field  distortion  remain 
major  problems.  These  optical  problems  prevent 
a cataract  lens  from  being  used  when  a patient 
has  had  a cataract  removed  in  only  one  eye  when 
the  other  eye  has  normal  vision.  Glasses  are  best 
suited  to  a sedentary  lifestyle  or  as  a back  up  for  a 
patient  wearing  contact  lens.  However,  many 
patients  fitted  with  glasses  have  adapted  well  and 
are  leading  active  lives. 

Hard  contact  lens  were  a big  improvement 
over  cataract  glasses  because  they'  allowed  a full 
peripheral  visual  field.  Contact  lens  have  only 
about  8 percent  magnification  compared  to  a 
normal  eye,  allowing  binocular  use  of  the  eyes  in 
many  cases  of  unilateral  cataract  extraction. 
Problems  arose  because  many  elderly  patients 
could  not  handle  these  lens  easily  or  coidd  not  be 
fitted  comfortably  over  a long  period.  Corneal 
damage  from  the  lens  and  occasional  infections 
have  also  been  rare  problems.  Additionally,  pa- 
tients with  both  eyes  operated  on  often  do  not  see 
well  enough  to  easily  replace  these  lens  when 
removed  for  sleep  or  when  lens  are  lost. 

The  advent  of  soft  contact  lens  greatly  in- 
creased the  number  of  aphakic  patients  who 
could  be  comfortably  fit  with  contact  lens.  Prob- 
lems arose,  however,  because  soft  lens  could  not 
compensate  for  astigmatism  as  well  as  hard  lens. 
Because  of  their  flexible  nature,  soft  lens  are 
more  difficult  to  insert  and  to  find  if  lost.  Since 
many  older  patients  have  dry  eyes,  they  can  be 
poor  candidates  for  soft  contact  lens.  Many  pa- 
tients with  poor  manual  dexterity  or  arthritis 
have  great  difficulty  with  their  use. 

The  recent  advent  of  extended  wear  soft  con- 
tact lens  has  expanded  the  horizon  for  contact 
lens.  They  may  be  worn  continuously  with  re- 
moval for  cleaning  every  few  months.  Although 
many  patients  with  dry  eyes  or  recurrent  lid 
infections  are  not  good  candidates  for  this  type  of 
lens,  a large  number  of  patients  can  be  fit  well 
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with  it  initially.  2 The  fact  that  the  lens  must  be 
removed  periodically  for  cleaning  every  few 
months  and  the  high  cost  of  frequent  lens  re- 
placements remain  problems  with  these  lens. 
Generally  visual  acuity  is  slightly  less  than  that 
obtained  with  glasses  or  hard  contact  lens.  Addi- 
tionally, studies  in  the  United  States,  Canada, 
and  Great  Britain  show  that  only  about  fifty  per- 
cent of  the  patients  fit  with  this  type  lens  will 
continue  to  wear  it  over  several  years. 1 The  long 
term  complications  of  extended  wear  contact  lens 
are  not  yet  known.  In  our  practice  initial  fitting 
success  has  been  high  but  the  failure  rate  in- 
creases with  time  in  the  pattern  observed  by 
others.  Hopefully,  improvements  in  design  and 
material  will  allow  more  people  to  wear  these 
lenses.  They  do  offer  an  alternative  to  the  use  of 
intraocular  lens  in  many  patients. 

An  intraocular  lens,  inserted  within  the  eye  at 
the  time  of  cataract  removal,  is  one  of  the  most 
exciting  new  developments  in  aphakic  correc- 
tion. They  offer  the  closest  approximation  of 
normal  phakic  vision  because  of  their  small 
amount  of  magnification  (l%-2%)  and  because  of 
the  stability  of  the  vision  (as  compared  to  a con- 
tact lens).  They  are  more  convenient  for  the  pa- 
tient and  less  expensive  if  complications  do  not 
arise.  Because  of  the  confusing  publicity'  recently 
in  the  popular  magazines  and  newspapers,  the 
facts  about  intraocular  lens  need  to  be  discussed. 

Although  intraocular  lenses  have  been  used 
extensively  in  Europe  since  the  1950’s  and  in  the 
United  States  since  the  late  1960’s,  it  is  only  in 
the  last  five  years  that  large  numbers  of  intraocu- 
lar lens  have  been  used  by  the  general  ophthal- 
mic community7  in  the  United  States.  About  one 
cataract  extraction  in  four  will  be  corrected  by  an 
intraocular  lens  this  year.3  Strict  surveillance  of 
the  intraocular  lens  manufacturers  by  the  Food 
and  Drug  Administration  has  been  a very  benefi- 
cial step  in  improving  the  sterility7,  mechanical 
finish,  and  optical  quality7  of  intraocular  lens. 
These  areas  were  significant  problems  three  to 
five  years  ago  but  are  now  more  minor,  although 
persistant,  concerns.4  Materials  such  as  fine 
metal  loops  and  nylon  fixation  sutures  which 
have  not  stood  the  test  of  time  have  been  aban- 
doned. Surgical  techniques  and  lens  designs 
have  improved  over  the  same  time  period,  lead- 
ing to  greater  confidence  in  these  devices  and 
their  much  more  widespread  use. 

Current  evaluation  of  intraocular  lens  implants 


by  the  Food  and  Drug  Administration  is  the 
largest  prospective  study  ever  of  a surgical  pro- 
cedure. It  has  shown  that  the  intraocular  lens 
implant,  done  by  an  experienced  intraocular  lens 
surgeon,  is  a safe  procedure.3  It  does  carry7  a 
slightly  higher  incidence  of  complications  (see 
Table  I)  when  compared  to  routine  cataract 
surgery  but  this  increased  risk  is  small  and  the 
potential  benefit  to  the  patient  is  large.5’  6 There 
are  certain  patient  groups  where  intraocular  lens 
have  unique  advantages  (see  Table  II). 


Table  I 


Control  Entire 

Pts.  Industry 

(No  (With 

Adverse  Reaction  Implant)  Implant) 

Hypopyon 0.1%  0.3% 

Intraocular  Infection 0.1  0.1 

Acute  Corneal  Decompensation  . . 0.08  0.2 

Surgical  Reintervention 0.73  1.6 


Adverse  reaction  data  from  the  F.D.A.  interim  report  on 
intraocular  lens  implants  as  of  December  28,  1979  comparing 
control  cataract  surgery  patients  with  patients  having  in- 
traocular lens  implants. 


Table  U 

SPECIAL  INDICATIONS3 

1)  U nilateral  cataract  in  patients  unable  to  tolerate  or  manip- 
ulate contact  lens  as  in  rheumatoid  arthritis. 

2)  Special  occupational  requirements  making  contact  lens 
use  difficult  or  dangerous  (pilots,  farmers,  dusty  environ- 
ments). 

3)  Senile  macular  degeneration  with  advanced  cataracts. 


There  are  disadvantages  to  intraocular  lens, 
however.  They  have  been  used  for  only  thirty- 
years  and  extensively  for  only  fifteen  years  so 
their  very  long  term  results  are  not  known.  Cer- 
tain patients  are  not  candidates  (see  Table  III) 
because  of  pre-existing  ocular  diseases  or  be- 
cause of  personal  desires.  The  procedure  is  more 
difficult  and  requires^  more  training  and  skill  of 
the  ophthalmologist.  Although  the  incidence  of 
retinal  detachment  is  no  higher  than  in  routine 
cataract  surgery,  repair  of  detachments  is  often 
more  difficult.  One  of  the  most  serious  potential 
problems  is  corneal  damage  at  insertion.  Lens 
dislocation,  although  varying  with  lens  design,  is 
a unique  complication  of  intraocular  lens.  The 
design  is  dependent  on  qualify7  intraocular  lens 
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manufacturing  which  has  been  a problem  at 
times  in  the  past.  Hopefully  lens  design  im- 
provements will  further  decrease  the  rate  of 
complications.  Due  to  the  slightly  increased  risk 
of  intraocular  lens  surgery,  we  feel  strongly  it 
should  not  be  used  in  patients  with  only  one 
useful  eye.  Many  large  series  now  report  greater 
than  eighty-five  percent,  20/40  or  better  vision, 
which  is  comparable  to  most  routine  cataract  re- 
moval series. 

Table  III 

GENERAL  CONTRAINDICATIONS  TO  USE  OF 
INTRAOCULAR  LENS3 

1)  Patient  Reluctance 

2)  Uniocular  Patient 

3)  History  of  Retinal  Detachment 

4)  History  of  Recurrent  Iritis 

5)  Proliferative  Diabetic  Retinopathy 

6)  Children  or  patients  under  fifty  years  of  age  unless  they 
cannot  wear  contact  lens 

7)  Uncontrolled  Glaucoma 

8)  High  Myopia 

9)  Corneal  Endothelial  Disease 

10)  Special  problems  with  cataract  removal 

11)  Other  special  ophthalmic  conditions 

Secondary  intraocular  lens  implants  following 
a previously  performed  cataract  operation  should 
be  reserved  only  for  those  people  who  are  fail- 
ures with  all  available  contact  lens,  since  this 
procedure  requires  additional  surgery  and  car- 
ries a higher  complication  rate  than  primary  in- 
traocular lens  implantation. 

Although  many  ophthalmologists  are  very  ex- 
cited about  the  use  of  intraocular  lens,  some  still 
view  them  as  not  totally  safe  and  do  not  use  them, 
preferring  to  use  contact  lenses  or  glasses  in- 
stead. Sufficient  data  now  exist  to  convince  us 
that  intraocular  lens  have  a definite  place  in  the 
treatment  of  cataract  patients,  but  only  time  will 
show  if  intraocular  lens  will  become  the  treat- 
ment of  choice  for  routine  cataracts  or  be  re- 
served for  selected  situations,  such  as  extremely 
dry  eyed  patients. 

Pediatric  cataracts  have  been  reserved  for  last 
because  they  pose  the  greatest  challenge  to  the 
cataract  surgeon.  Bilateral  cases  may  do  well  if 
treated  early  but  the  complication  rate  is  higher 
than  in  adults.  Improvements  in  instruments  and 
techniques  have  greatly  improved  the  mechani- 
cal removal  of  the  cataracts.  However,  post- 
operative treatment  to  prevent  amblyopia  and 
gain  binocular  vision  remains  a great  challenge. 
Patients  with  unilateral  pediatric  cataracts  are 
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among  the  most  difficult  problems  to  treat.6 
These  infants  usually  do  poorly  regardless  of 
what  type  of  visual  rehabilitation  is  used.  In- 
traocular lens  are  considered  experimental  for 
these  cases  and  have  not  produced  the  desired 
results  in  young  children.  Contact  lens  have  of- 
fered the  best  results  but  the  problems  of  fitting 
children  so  young  include  frequent  updating  of 
the  contact  lens  as  patient  grows,  parent  educa- 
tion and  motivation,  and  amblyopia  treatment 
and  prevention.  Very  early  surgery,  usually  six  to 
eight  weeks  after  birth,  is  recommended  in  these 
cases.8  Older  children,  particularly  six  years  or 
older,  do  better  with  traumatic  or  acquired 
cataracts  and  are  generally  treated  with  contact 
lens  correction. 

Because  of  these  advances  in  glasses,  contact 
lens,  and  intraocular  lens,  the  ophthalmologist 
has  a greater  chance  than  ever  to  choose  the 
visual  correction  best  suited  to  his  patient.  Each 
of  these  modalities  has  its  proper  place  as  each 
has  unique  advantages  which  can  be  tailored  to 
the  needs  and  desires  of  the  individual  patient. 
Although  serious  complications  with  all  types  of 
cataract  surgery  continue  to  exist,  they  are  rela- 
tively infrequent.  The  opportunity  for  improve- 
ment in  vision  and  patient  satisfaction  is  great.  As 
with  most  other  elective  surgery,  the  most  im- 
portant factor  still  is  the  art  of  determining  when 
the  appropriate  time  to  operate  exists  based  on 
the  patient’s  best  interests  and  needs.  To  quote 
Dr.  Jaffe,  “faced  with  the  excitement  of  today’s 
technological  advances,  the  ophthalmologist 
would  do  well  to  adopt  a modern  attitude  based 
on  old-fashioned  values.”5  □ 
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INTRODUCTION 

Glaucoma  is  the  leading  cause  of  blindness  in 
the  United  States  today.1  It  can,  however,  be 
medically  controlled  if  detected  early  so  that 
blindness  as  a result  of  glaucoma,  at  least  in 
theory,  is  completely  preventable.  Chronic 
open-angle  glaucoma  is  usually  insidious  in  onset 
because  the  symptoms  and  visual  field  defects 
occur  very  late  in  the  disease.  Surgical  interven- 
tion is  rarely  necessary  but  can  be  quite  success- 
ful with  modern  techniques.2’  3 Acute  angle- 
closure  glaucoma,  on  the  other  hand,  has  a sud- 
den and  very  painful  onset.  Surgical  intervention 
in  this  disease  is  usually  necessary  and  can  be 
performed  in  a standard  fashion  or  with  the  argon 
laser  photocoagulator.  Visual  field  defects  in 
glaucoma  are  characterized  by  a “silent  contrac- 
tion of  the  peripheral  field  sparing  the  central 
vision  until  very7  late  in  the  disease  process.  De- 
tection in  the  early,  asymptomatic  stage,  there- 
fore, requires  an  active  effort  on  the  part  of  the 
physician. 

Because  glaucoma  is  a disease  which  involves 
elevated  pressure  in  the  eye,  routine  measure- 
ment of  intraocular  pressure  is  one  means  of 
screening  for  glaucoma.  Since  prolonged  ele- 
vated intraocular  pressures  can  lead  to  optic 
nerve  damage,  careful  examination  of  the  optic 
nerve  is  another  way  to  detect  this  disease.  Other 
neurologic  disorders  can  cause  changes  in  the 
optic  nerve,  however.  Therefore,  the  ability7  to 
recognize  other  abnormalities  in  the  optic  nerve 
is  also  important.  The  purpose  of  this  paper  is  to 
briefly  outline  the  characteristics  and  mecha- 
nisms of  the  most  common  forms  of  glaucoma  and 
to  provide  guidelines  for  early  referral  to  the 
ophthalmologist. 
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BASIC  INFORMATION 

The  human  eye  has  a marvelously7  complex 
mechanism  for  the  continuous  production  and 
drainage  of  fluid.  This  fluid  is  called  the  aqueous 
humour.  It  is  produced  by7  the  epithelium  of  the 
ciliary  body  and  flows  through  the  pupil  into  the 
anterior  chamber  of  the  eyre  where  it  is  drained 
through  the  trabecular  meshwork  and 
Schlemm’s  canal  and  finally7  into  the  systemic 
venous  system4  (Figure  1).  Since  there  is  some 
resistance  to  flow  of  aqueous  humour  through  the 
trabecular  meshwork  and  Schlemm’s  canal,  a 
positive  pressure  is  created  within  the  ey  e.  The 
pressure  within  the  ey  e is  largely7  dependent 
upon  three  factors:  1)  the  production  of  aqueous, 
2)  the  outflow  of  aqueous,  3)  the  pressure  in  the 
episcleral  venous  system.4  The  last  factor  is 
rarely7  of  importance  except  in  special  cir- 
cumstances (e.g.  orbital  mass  or  carotid-cavern- 
ous sinus  fistula).  Excessive  production  of  aque- 
ous is  a very  rare  cause  of  elevated  intraocular 
pressure.  The  remaining  contributor  to  intraocu- 
lar pressure,  the  resistance  of  flow  through  the 
trabecular  meshwork  and  Schlemm’s  canal,  is  the 
most  significant.5 


FIGURE  1:  Diagram  of  anterior  chamber  structures. 
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Although  the  eye  contains  several  compart- 
ments within  it,  for  the  purposes  of  pressure  it 
can  be  considered  a single,  closed  space.  Thus, 
the  pressure  within  the  eye  exerts  an  equal  force 
over  the  entire  wall  of  the  eye.  Most  normal  eyes 
have  an  intraocular  pressure  of  21  mm  Hg  or  less. 
This  is  a valuable  figure  to  use  in  screening  for 
glaucoma  but  cannot  be  used  as  a sole  diagnostic 
criterion  of  this  disease. 

TYPES  OF  GLAUCOMA 

In  the  common  form  of  glaucoma,  the  chamber 
angle  remains  open  and  the  trabecular  meshwork 
is  visible  with  a gonio  lens.  For  this  reason,  it  is 
termed  open-angle  glaucoma.  Estimates  of  the 
incidence  of  this  disease  vary  up  to  2%  of  the 
general  population.6  This  form  of  glaucoma  is 
quite  insidious.  The  patient  usually  has  no 
symptoms  at  all  until  very  late  in  the  disease 
process  when  he  may  complain  of  visual  field 
restriction.  In  these  cases,  the  angle  of  the  eye 
where  the  trabecular  meshwork  is  located  is 
anatomically  open  but  its  function  is  physiologi- 
cally impaired. 

In  the  very  rare  (although  more  familiar)  type 
of  glaucoma,  the  trabecular  meshwork  can  sud- 
denly become  completely  occluded  by  iris  tissue. 
This  causes  an  abrupt  rise  in  intraocular  pres- 
sure. This  type  of  condition  is  called  acute 
angle-closure  glaucoma  since  the  angle  is 
anatomically  closed.  The  abrupt  rise  in  the  in- 
traocular pressure  causes  the  patient  to  have 
symptoms  which  are  not  found  in  open-angle 
glaucoma.  The  patient  with  acute  angle-closure 
glaucoma  will  characteristically  complain  of  pain, 
nausea,  and  seeing  halos  around  lights.  Examina- 
tion of  the  eye  during  an  attack  of  angle-closure 
glaucoma  reveals  an  eye  which  is  red  and  tearing. 
The  cornea  is  hazy,  the  pupil  is  mid-dilated  and 
fixed  (Figure  2).  Almost  never  is  the  pupil  widely 
dilated  in  this  condition.  Intraocular  pressure 
during  an  attack  of  angle-closure  glaucoma  can 
range  as  high  as  65  to  75  mm  Hg. 

PATHOPHYSIOLOGY 

The  optic  nerve  is  composed  of  more  than 
1,000,000  nerve  fibers.5  These  fibers  originate  in 
the  retina  and  gather  together  to  form  the  optic 
nerve  and  pass  to  the  brain.  Any  interruption  of 
these  nerve  fibers  will  result  in  visual  damage. 
The  optic  nerve  seen  within  the  eye  is  called  the 
optic  disc.  This  disc  often  has  a small  depression 
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FIGURE  2:  External  view  of  eye  with  angle-closure 
glaucoma.  Note  the  hazy  cornea,  mid-dilated  pupil,  and 
injected  conjunctiva. 


in  it  called  the  cup  of  the  optic  disc.  This  area  can 
usually  be  seen  with  a direct  ophthalmoscope.  In 
normal  eyes,  the  ratio  of  the  horizontal  diameter 
of  the  cup  to  the  disc  does  not  exceed  0.3.  In  eyes 
which  have  glaucoma,  the  cup /disc  ratio  may  be 
quite  enlarged  (Figure  3). 

The  optic  nerve  is  supplied  with  blood  by 
branches  of  the  ophthalmic  artery.  The  intraocu- 
lar pressure  level  exerts  equal  force  on  all  walls  of 
the  eye  including  the  optic  nerve.  If  the  pressure 
in  the  eye  is  very  high,  the  result  may  be  that 
blood  is  prevented  from  adequately  reaching  the 
optic  nerve.  The  nerve  may  then  suffer  an  is- 
chemic type  of  damage  over  a long  period  of 
time.  This  type  of  damage  is  manifest  by  an  en- 
larged cup/disc  ratio. 

The  functional  deficit  of  this  optic  nerv  e dam- 
age is  visual  field  loss.  Visual  field  loss  in 
glaucoma  is  generally  quite  specific  and  can  be 
used  to  confirm  the  diagnosis.  This  type  of  loss  is 
usually  selective  but,  over  a long  period  of  time, 
can  become  severe  and  even  total.  Visual  field 
testing  allows  the  ophthalmologist  to  diagnose 
and  follow  the  progression  of  glaucoma. 

EXAMINATION  TECHNIQUES 

The  measurement  of  intraocular  pressure  and 
the  evaluation  of  the  appearance  of  the  optic 
nerve  head  can  detect  potential  and  actual  dam- 
age so  that  proper  diagnosis  and  treatment  can 
begin.  The  measurement  of  intraocular  pressure 
can  be  performed  by  palpation  (very  inaccurate) 
or  by  tonometry  (very  accurate).  There  are  many 
methods  of  performing  tonometry,  but  the  most 
common  method  used  by  non-ophthalmologist 
physicians  is  indentation  (Schiotz).  This  tech- 
nique is  easy  to  perform,  takes  only  a moment. 
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and  is  painless  and  safe  for  the  patient.  By  placing 
a known  amount  of  weight  on  the  anesthesized 
cornea,  the  cornea  will  be  indented  in  an  amount 
related  to  the  intraocular  pressure.  The  higher 
the  pressure  in  the  eye,  the  less  the  indentation. 
Because  the  Schiotz  tonometer  has  a scale  indi- 
cating the  amount  of  indentation,  an  indirect 
reading  of  intraocular  pressure  can  be  made.  The 
greater  the  indentation,  the  higher  the  scale 
reading  and  the  lower  the  intraocular  pressure. 
This  scale  reading  can  then  be  translated  into  mm 
of  Hg  pressure  using  the  standard  Schiotz  chart. 1 
Tonometry  should  be  a part  of  every  comprehen- 
sive physical  examination. 

The  appearance  of  the  optic  disc  can  be  de- 
scribed generally  in  terms  of  its  color  and  its  cup 
size.  The  normal  optic  disc  is  mostly  pink  with  a 
small  central  portion  which  may  appear  more 
pale.  This  is  due  to  the  presence  of  the  physiolog- 
ic cup.  The  color  of  the  optic  disc  can  be  impor- 
tant in  determining  atrophy  of  the  optic  nerve 
due  to  glaucoma  or  other  causes.  A large  cup 
should  be  suspected  if  the  size  of  the  central 
pallor  of  the  disc  is  greater  than  0.3  the  size  of  the 
total  disc.  Because  the  cup  is  a depressed  area  in 
the  disc,  the  retinal  vessels  which  pass  over  the 
disc  are  seen  to  bend  at  the  edge  of  the  cup 
(Figure  3).  This  bending  can  be  a very  useful  sign 
in  evaluating  the  size  of  the  optic  cup.  Thus,  both 
the  color  of  the  disc  and  vessel  displacement  can 
be  evaluated  together  to  determine  the  size  of 
the  cup.  A cup  larger  than  0.3  the  size  of  the  disc 
should  be  suspicious.  A cup  larger  than  half  the 


FIGURE  3:  The  normal  cup/disc  ratio  is  not  more  than  0.3, 
one  suspicious  of  open-angle  glaucoma. 


size  of  the  disc  is  probably  abnormal. 6 Optic  discs 
are  nearly  always  symmetric  in  the  appearance  of 
the  two  eyes.  Discs  which  are  very  different  in 
their  appearance  should  arouse  suspicion. 

SUMMARY  AND  CONCLUSION 

Common  types  of  glaucoma  have  been  de- 
scribed and  presented  in  general  fashion.  Based 
on  these  descriptions,  all  patients  should  be  re- 
ferred to  the  ophthalmologist  with  one  of  the 
following  signs:  1)  pressure  over  20  mm  Hg  (a 
Schiotz  reading  of  4 or  less  with  a 5.5  gram 
weight),  2)  pressure  not  elevated,  but  a differ- 
ence of  5 mm  Hg  or  more  in  the  two  eyes,  3)  an 
optic  cup  diameter  one-half  of  the  disc  diameter 
or  larger,  4)  one  optic  cup  significantly  larger 
than  the  other,  5)  family  history  of  glaucoma,  6) 
all  patients  with  symptoms  of  glaucoma  as  de- 
scribed earlier.  □ 
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THE  PATIENT  WITH  DOUBLE  VISION 


THOMAS  C.  SPOOR,  M.D.* 


INTRODUCTION 

The  sudden  onset  of  double  vision  is  of  great 
concern  to  the  patient  involved  and  to  the  physi- 
cian confronted  with  the  differential  diagnostic 
possibilities  raised.  This  often  leads  to  extensive 
and  sometimes  inappropriate  diagnostic  en- 
deavors, entailing  excessive  expense,  apprehen- 
sion, and  risk  for  the  patient.  Some  causes  of 
diplopia  are  totally  benign  and  self-limiting, 
while  others  require  prompt  recognition,  refer- 
ral, and  treatment.  The  purpose  of  this  com- 
munication is  not  to  be  an  exhaustive  compen- 
dium of  the  differential  diagnostic  possibilities 
but  rather  a practical  guideline  for  the  non- 
ophthalmologist  confronted  with  such  a patient. 

The  clinician  must  first  determine  whether  the 
diplopia  is  uniocular  or  binocular.  This  is  ac- 
complished by  alternately  covering  one  eye  and 
then  the  other.  If  the  double  vision  remains  with 
either  eye  occluded,  the  diplopia  is  uniocular  and 
most  always  secondary  to  an  optical  cause,  either 
external  to  the  eye,  i.e.  poorly-aligned  bifocals, 
or  in  the  refractive  media  of  the  eye  itself.  The 
etiology  here  can  most  always  be  determined  by 
a thorough  ophthalmologic  examination.  Any 
other  testing  is  almost  always  superfluous. 

If  occlusion  of  one  eye  alleviates  the  diplopia, 
it  is  binocular  and  results  from  the  misalignment 
of  the  visual  axis  of  the  eyes.  Normally,  the  image 
viewed  by  each  eye  is  projected  upon  corre- 
sponding retinal  points;  the  result  is  signal 
binocular  vision  (fusion  of  the  image  is  central). 
Any  sudden  disruption  in  this  alignment  results 
in  diplopia  when  viewing  an  object  binocularly. 
Occlusion  of  either  eye  obviates  this  double  vi- 
sion. The  differential  diagnostic  possibilities  here 
are  great  and  may  tax  the  skills  of  the  most  astute 
neuro-ophthalmologist.  This  communication  will 
not  dwell  upon  decompensated  strabismus  and 
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strabismic  syndromes,  well  known  to  the  oph- 
thalmologist, but  will  focus  upon  the  cranial 
nerves  subserving  the  extraocular  muscles.  Cra- 
nial nerve  palsies  are  the  most  common  causes  of 
diplopia,  and  the  nerves  may  be  injured  any- 
where along  their  course  from  brain  stem  to  or- 
bit. 

OCULOMOTOR  (THIRD)  NERVE 

The  oculomotor  nerve  innervates  four  ex- 
traocular muscles  (inferior  rectus,  superior  rec- 
tus, inferior  oblique,  medial  rectus),  the  levator 
palpebri  superiorus,  and  the  pupil.  Hence,  its 
misfunction  is  the  most  difficult  to  evaluate.  The 
patient  with  total  third-nerve  palsy  presents  with 
a closed  eye  (ptosis)  secondary  to  levator 
paralysis.  Upon  elevation  of  the  lid,  the  pupil  is 
found  to  be  dilated  and  unreactive  to  direct  or 
consensual  light  (para-svmpathetic  efferent  fi- 
bers). The  patient  is  unable  to  look  up  (superior 
rectus  and  inferior  oblique  paralysis)  or  adduct 
his  eye  across  the  midline  (medial  rectus 
paralysis).  The  eye  is  abducted  and  depressed 
due  to  a functioning  sixth  nerve  innervating  the 
lateral  rectus  and  fourth  nerve  innervating  the 
superior  oblique.  This  picture,  commonly  known 
as  total  third-nerve  palsy,  is  commonly  found 
with  mass  lesions  (aneurysms,  tumors)  and 
necessitates  prompt  neuro-radiologic  evaluation. 

Microvascular  insults  to  the  oculomotor  nerve 
secondary  to  diabetes  mellitus  or  ASCVD,  com- 
monly spare  the  pupillary  fibers.  Subsequently, 
ocular  motility  findings  will  be  as  described 
above;  but  the  pupil  will  be  normally  sized  and 
will  react  directly  and  consensually  to  light.  Sub- 
sequently, a normally-reactive  pupil  indicates  a 
microvascular  lesion  and  should  prompt  evalua- 
tion for  diabetes  mellitus,  hypertension,  or 
ASCVD.  Severe  pain  may  often  accompany  the 
microvascular  third-nerve  palsy. 

Table  1 is  a compilation  of  a series  as  reported 
by  Rucker,1’  2 Green,3  Goldstein,4  of  isolated 
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oculomotor  palsies.  Aneurysms  (posterior  com- 
municating artery  and  infraclinoidal  internal 
carotid)  are  a common  cause,  and  the  pupil  is 
most  always  involved.  An  oculomotor  palsy  with 
a dilated,  poorly-reactive  pupil  is  an  aneurysm 
until  proven  otherwise. 

Microvascular  disease  accounts  for  an  equal 
number  of  oculomotor  palsies.  Pupillary  reac- 
tions are  normal  in  over  90%  of  these  patients, 
and  most  regain  function  in  three  to  six  months. 
Pain  is  commonly  present  and  may  be  severe. 
Subsequently,  the  development  of  an  isolated 
oculomotor  palsy  without  pupillary  involvement 
in  a known  diabetic,  does  not  warrant  an  expen- 
sive neuro-radiologic  evaluation.  Neoplasms 
(pituitary  and  metastatic)  account  for  a significant 
number  of  cases  as  does  antecedent  trauma. 
Here,  too,  pupillary  reactions  are  often  abnor- 
mal. The  etiology  was  determined  in  approxi- 
mately twenty-five  percent  of  these  patients.  I 
believe  this  percentage  would  be  smaller  now 
considering  the  advances  in  neuro-radiologic 
evaluation  that  have  been  made  in  recent  years. 
Miscellaneous  etiologies  entail  a wide  variety  of 
neurologic  and  systemic  disorders  which  are  well 
reviewed  elsewhere.5 


Table  1 

ETIOLOGY  OF  OCULOMOTOR  PALSY1  4 
N = 802 


Number 

Percent 

Aneurysm 

163 

20.34% 

Vascular  

163 

29.4% 

Trauma 

104 

13.0% 

Neoplasm 

96 

12.0% 

Miscellaneous  

86 

10.8% 

Undetermined 

190 

23.4% 

TROCHLEAR  (FOURTH)  NERVE 

The  trochlear  nerve  innervates  one  extraocu- 
lar muscle,  the  superior  oblique,  which  is 
primarily  a depressor  and  intorter  of  the  eye.  A 
patient  with  a trochlear  nerve  palsy  will  complain 
of  vertical  diplopia  often  with  a torsional  compo- 
nent. With  total  paresis,  the  involved  eye  will  not 
depress  when  adducted.  It  may  appear  higher 
than  the  other  (hypertropia)  in  primary  gaze,  and 
the  patient  s head  may  be  tilted  to  the  side  oppo- 
site the  involved  eye.  With  partial  or  long- 
standing palsies,  no  abnormality  may  be  evident 
upon  cursory  examination.  The  head  tilt  may 


mask  the  hypertropia  and  spread  of  comitance 
may  mask  the  over-  and  underreacting  muscles. 
In  these  cases,  a thorough  neuro-ophthalmologic 
or  orthoptic  evaluation  will  uncover  the  defect 
and  may  spare  the  patient  expensive  and  invasive 
neuro-radiologic  procedures. 

Table  2 is  a compilation  of  patients  reported  by 
Rucker1-  2 and  Berger,6  of  isolated  trochlear 
nerve  palsies.  Aneurysms  are  rarely,  if  ever,  the 
etiologic  agent.  The  most  common  causes  are 
traumatic  and  microvascular.  Many  of  the  large 
percentage  of  undetermined  causes  may  well 
represent  decompensated  congenital  trochlear 
palsies  and  may  be  diagnosed  by  detecting  the 
appropriate  head  tilt  in  an  old,  unposed  photo- 
graph! Tumors,  although  relatively  uncommon, 
were  often  metastatic  to  the  mid-brain  or 
localized  to  the  posterior  fossa  (cerebellum  and 
cerebellar  pontine  angle).  Miscellaneous  causes 
again  entail  a wide  variety  of  systemic  neurologic 
disorders.  In  my  experience,  isolated  fourth- 
nerve  palsies  most  often  have  a traumatic  or  vas- 
cular etiology  and  resolve  in  three  to  six  months. 
The  decompensated  congenital  trochlear  palsy  is 
also  quite  common  and  often  requires  extraocu- 
lar muscle  surgery.  Isolated  fourth-nerve  palsies 
are  usually  benign  and  rarely  require  extensive 
neuro-radiologic  evaluations.  These  patients  are 
closely  observed  until  recovery.  If  other  symp- 
toms develop,  they  are  then  extensively  evaluat- 
ed. 


Table  2 

ETIOLOGY  OF  TROCHLEAR  PALSY1  2 6 
N = 183 


Number 

Percent 

Aneurysm 

1 

0.6% 

Vascular 

43 

23.5% 

Trauma 

59 

32.2% 

Neoplasm 

17 

9.3% 

Miscellaneous  

23 

12.6% 

Undetermined 

40 

21.8% 

ABDUCENS  (SIXTH)  NERVE  PALSIES 

The  abducens  nerve  innervates  the  lateral  rec- 
tus muscle  whose  primary  function  is  the  abduc- 
tion of  the  eye.  A patient  with  an  abducens  palsy 
will  present  with  an  esotropia  (crossed  eye) 
greater  at  distance  than  near,  and  inability  or 
difficulty  abducting  the  involved  eye  past  the 
midline. 
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The  sixth  nerve  is  the  most  commonly  paretic 
cranial  nerve  and  the  most  frequently  involved 
by  tumor  (Table  3).  The  responsible  tumor 
(primary  or  metastatic)  is  most  commonly  pres- 
ent in  the  posterior  fossa3  or  extradurally,  arising 
in  the  nasopharynx.  When  confronted  with 
sudden-onset  abducens  palsy  in  a child  without 
obvious  cause,  attention  should  be  directed  to- 
wards the  brain  stem  and  a pontine  glioma  ruled 
out.  In  an  adult,  the  nasopharynx  should  be  care- 
fully examined;  if  negative,  a metastatic  work-up 
should  follow.  As  shown  in  Table  3,1’  2’  8 trauma 
and  microvascular  disease  are  also  significant 
etiologic  agents  as  is  the  undetermined  group. 
The  prognosis  for  recovery  is  similar  to  that  for 
the  other  oculomotor  nerves. 


Table  3 

ETIOLOGY  OF  ABDUCENS  PALSY1  2 7 
N = 1028 


Number 

Percent 

Aneurysm 

31 

3.0% 

Vascular 

141 

13.7% 

Trauma 

115 

11.2% 

Neoplasm 

248 

24.1% 

Multiple  sclerosis  

64 

6.2% 

Miscellaneous  

163 

15.9% 

Undetermined 

266 

25.9% 

A simplified  approach  to  cranial  nerve  palsies 
has  been  previously  described.8  A third-nerve 
palsy  w7ith  pupillary  involvement  is  evaluated  as  a 
neurosurgical  emergency.  Hence,  the  term 
“aneurysm  nerve.’  If  the  pupillary  reactions  are 
normal,  the  w7ork-up  is  much  more  relaxed  and 
directed  at  disorders  of  the  microvascular  circu- 
lation. 

The  fourth  or  trochlear  nerve,  is  known  as  the 
“trauma  nerve.”  Causes  of  its  palsy  are  usually 
benign  and  resolve  spontaneously.  These  pa- 
tients are  observed  until  resolution  or  are  exten- 
sively evaluated  if  additional  symptoms  develop. 
The  abducens  is  the  “tumor  nerve,”  and  one 


should  rule  out  pontine  gliomas  in  children  and  a 
primary  nasopharyngeal  tumor  or  metastatic  le- 
sion in  adults. 

I will  close  with  a few7  caveats  that  should  be 
borne  in  mind  when  dealing  with  cranial  nerv  e 
palsies: 

1)  If  more  than  one  cranial  nerve  is  involved, 
none  of  the  above  applies  and  you  must  rule 
out  a mass  lesion  as  the  causative  agent. 

2)  Don’t  forget  the  corneal  reflex  (Vi  and  VII) 
when  evaluating  a cranial  nerve  palsy.  It 
may  be  your  only  clue  to  multiple  nerv  e 
involvement. 

3)  Ocular  myasthenia  grav  is  may  mimic  any 
defect  of  extraocular  motility7,  and  a dip- 
lopia evaluation  is  incomplete  without  ed- 
rophonium (Tensilon)  testing. 

4)  Don’t  forget  the  orbit  in  your  diplopia 

evaluation.  Dysthyroid  ophthalmopathy 
may  mimic  multiple  cranial  nerv  e palsies  as 
may  orbital  inflammatory  disease  or  old 
fractures  of  the  medial  orbital  wall  or  orbital 
floor.  Forced  duction  testing  here  is  invalu- 
able. □ 
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vide excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a specialty  area.  Most  im- 
portantly. we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

Contact  USAF  Health  Professions  Recruiter,  3537 
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FOR  THE  CHEMICALLY  DEPENDENT 
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any  other  disease. 


Professional  counseling  staff 
Family  program 
After-care  program 


• Full  time  physician 
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For  Information  Call  (704)  554  0285 

Director 

Rax  R.  Taooart.  ModlcMDfeecf  o 


P.  O.  Box  240197, 1715  Sharon  Road  West,  Charlotte,  N.C.  28224 


THE  ROLE  OF  EYE  DISORDERS  IN  LEARNING 
DISABILITY* 


RICHARD  A.  SAUNDERS,  M.D. 
ANNE  L.  SAUNDERS,  M.A. 


The  branch  of  special  education  dealing  with 
learning  disabled  children  became  recognized  in 
the  late  1960’s  and  rapidly  gained  prominence  in 
the  educational  arena.  The  interest  in  special 
education  has  been  paralleled  by  a variety  of 
federal  programs  designed  to  identify  and  treat 
the  learning  disabled  child.  In  the  annual  report 
to  Congress  in  1968  by  the  National  Advisory 
Committee  on  Handicapped  Children,  these 
children  are  defined  as  follows: 

Children  with  special  learning  disabilities 
exhibit  a disorder  in  one  or  more  of  the  basic 
psychological  processes  involved  in  under- 
standing or  in  using  spoken  or  written  lan- 
guage. These  may  be  manifest  in  disorders 
of  listening,  thinking,  talking,  reading,  writ- 
ing, spelling  or  arithmetic.  They  include 
conditions  which  have  been  referred  to  as 
perceptual  handicaps,  brain  injury,  minimal 
brain  dysfunction,  dyslexia,  developmental 
aphasia,  etc.  They  do  not  include  learning 
problems  which  are  due  primarily  to  visual, 
hearing,  or  motor  handicaps,  to  mental  re- 
tardation, emotional  disturbance,  or  to  en- 
vironmental disadvantage. 

This  definition  has  been  incorporated  into 
many  pieces  of  legislation,  including  the  All 
Handicapped  Children  Act  of  1975  (Public  Law 
94-142),  which  requires  that  all  handicapped 
children  receive  “appropriate”  education  within 
the  public  school  system.  This  law  has  therefore 
had  an  enormous  impact  on  public  education  in 
the  United  States. 

The  incidence  of  primary  learning  disability 
has  been  variably  estimated  at  anywhere  from 
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2-40%  of  the  school  age  population,  but  is  proba- 
bly closer  to  the  lower  figure.1  Most  studies 
suggest  that  males  are  more  commonly  affected 
than  females.  This  represents  a minimum  of  five 
million  children  who  are  affected  and  whose 
treatment  may  require  the  participation  of  medi- 
cal as  well  as  educational  professionals.  These 
may  include  the  ophthalmologist,  pediatrician  or 
family  physician,  neurologist,  psychologist,  and 
psychiatrist. 

The  overall  management  of  children  with 
learning  disabilities  is  complicated  by  several  fac- 
tors. The  most  important  is  our  incomplete  un- 
derstanding of  the  entity  (or  entities)  itself.  This 
has  resulted  in  two  conceptually  disparate  ap- 
proaches to  the  management  of  the  learning  dis- 
abled child.2  The  first  approach  is  based  on  the 
medical  model.  It  assumes  that  these  children  all 
suffer,  to  one  degree  or  another,  from  “minimal 
brain  dysfunction.”  Unfortunately,  the  fact  that 
minimal  brain  dysfunction  frequently  interferes 
with  normal  reading  development  cannot  be 
used  as  evidence  that  all  reading  difficulties  are 
caused  by  minimal  brain  dysfunction  and  is  a 
good  example  of  the  post  hoc  ergo  propter  hoc 
fallacy.  While  there  is  growing  evidence  that 
anatomical  abnormalities  may  exist  in  the  cere- 
bral cortex  of  some  dyslexic  children,3  this  in- 
formation will  not  necessarily  be  helpful  with 
regards  to  treatment.  With  the  exception  of 
psychoactive  drugs,  the  treatment  of  the  learning 
disabled  child  rests  within  the  educational,  not 
the  medical,  sphere. 

The  educational  approach  begs  the  question  of 
the  origin  of  learning  disabilities  and  is  rather 
directed  toward  functional  solutions.  Specific 
evaluation  of  a child’s  academic  strengths  and 
deficiencies,  with  assignment  of  appropriate  re- 
medial teaching  techniques  are  all  part  of  the 
educational  program.  In  the  South  Carolina  pub- 
lic school  system,  such  a child  is  customarily 
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referred  to  the  school’s  resource  teacher,  who 
administers  a short  individual  intelligence  test 
(e.g.  Slosson)  and/or  achievement  test.  The  test 
data,  classroom  performance,  and  teacher’s  ob- 
servations are  all  reviewed  by  the  school  psy- 
chologist, who  makes  recommendations  regard- 
ing additional  evaluation.  Most  children  clas- 
sified as  learning  disabled  are  then  assigned  to 
the  resource  program,  where  they  receive  indi- 
vidualized instruction  in  addition  to  their  regular 
classroom  work.  More  seriously  impaired  chil- 
dren may  be  assigned  to  a separate  all  day  class.  It 
is  important  to  note  that  no  assignments  to  a 
special  program  of  any  type  are  made  without  the 
permission  of  the  parents. 

If  the  management  of  the  learning  disabled 
child  is  fundamentally  educational,  what  then  is 
the  role  of  the  physician,  specifically  the  oph- 
thalmologist or  other  eye  care  professional,  in 
this  program?  Since  normal  learning  requires 
adequate  vision,  it  may  be  assumed  by  parents, 
educators,  and  some  physicians  that  a defect  in 
the  visual  apparatus  is  the  cause  of  a learning 
problem.  These  children  are  routinely  brought 
to  the  physician’s  office  without  overt  visual 
complaints,  but  a history  of  poor  school  perfor- 
mance, hyperactivity,  and  an  apparent  “visual 
perceptive  disorder.”  They  frequently  are 
bright,  personable,  but  may  be  far  behind  their 
peers  in  reading  or  mathematics.  Significantly, 
the  parents  are  often  referred  for  an  eye  examina- 
tion before  other  investigations  have  been  per- 
formed and  may  already  be  convinced  that  a 
primary  visual  disorder  is  present.  It  is  not  un- 
common for  them  to  produce  several  pairs  of 
glasses  to  support  their  claim.  When  such  a child 
is  encountered,  it  is  imperative  that  a proper 
workup  be  undertaken.  A minimum  workup 
should  include: 

(1)  A general  physical  examination 

(2)  A complete  eye  examination  including 
dilated  fundus  and  cycloplegic  refraction 

(3)  Psychometric  evaluation 

— Individual  intelligence  test  (usually 
WISC-R  or  Stanford-Binet) 

— Inventories  of  spelling,  reading  and 
math 

(4)  Neurological/psychiatric  evaluation  as 
indicated 

If  significant  refractive  errors  or  other  defects 
in  the  visual  system  are  present,  these  should  be 
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corrected.  However,  refractive  errors,  amblyo- 
pia, strabismus,  or  abnormalities  in  binocularity 
or  laterality  are  NOT  more  common  in  children 
with  learning  disabilities  and,  therefore,  their 
remediation  does  not  play  a significant  role  in 
treatment.4’  5>  6 

DO  VISION  TRAINING  PROGRAMS  HELP? 

The  value  of  vision  training  programs  has  been 
an  educational  battleground  for  over  20  years. 
Most  of  the  leaders  in  the  developmental  vision 
training  movement  have  come  from  outside  the 
medical  establishment.  Their  programs  have 
been  offered  both  as  a method  of  improving 
“readiness  skills  for  preschool  children,  as  well 
as  remediating  existing  learning  deficiencies. 
While  the  medical  community  has  not  been 
unanimous  in  its  position  on  developmental  vi- 
sion training,  the  American  Academy  of  Pediat- 
rics and  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  issued  a joint  position 
paper  in  1970  questioning  the  scientific  validity 
of  these  methods.7  To  date,  there  has  been  no 
convincing  evidence  that  the  correction  of  eye 
defects  improves  the  brain’s  skill  of  recognition 
or  that  exercises  of  various  parts  of  the  eyes  or 
body  can  improve  perception,  cognition,  or 
learning  ability.  Faulty'  patterns  of  eye  move- 
ment (“inefficient  reading”)  appear  to  be  the  re- 
sult of,  rather  than  the  cause  of,  poor  reading 
comprehension.8  While  there  are  many  studies 
purporting  to  support  the  value  of  developmen- 
tal vision  training,  almost  none  adhere  to  ac- 
cepted scientific  norms  of  adequate  controls, 
proper  statistical  analysis,  single  and/or  double 
blind  methodology,  or  a defined,  reproducible 
protocol.9  The  use  of  Delacato  techniques,  Fros- 
tig  materials,  Getman  or  Kephart-type  activities 
or  gadgets  for  ocular  pursuit  have  not  been 
proven  to  be  more  efficacious  than  placebo 
therapy  alone. 10  In  many  cases,  apparent  clinical 
“improvement”  appears  to  result  from  investiga- 
tion expectancy  and  a generalized  Hawthorne 
effect. 

Why,  then,  does  vision  training  continue  to  be 
widely  practiced  in  the  United  States  and  in 
South  Carolina?  We  think  there  are  several  im- 
portant reasons: 

(1)  Most  parents  fear  that  their  child  will 
prove  to  be  “retarded  as  evidenced  by 
his/her  poor  school  performance.  The 
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stigma  of  mental  retardation  encourages 
them  to  accept  a more  socially  accept- 
able diagnosis.  If  this  diagnosis  is  a "vi- 
sual perceptive  disorder,”  parents  may 
be  convinced  that  “visual  perceptive 
training”  is  appropriate  therapy. 

(2)  Vision  training  programs  may  be  ac- 
tively promoted  within  the  schools  and 
lay  press  by  those  offering  these  ser- 
vices. 

(3)  The  extraordinary  cost  of  some  programs 
may  actually  encourage,  rather  than  de- 
ter, parents  from  participating.  A sig- 
nificant financial  sacrifice  tends  to  al- 
leviate the  unconscious  guilt  associated 
with  a learning  disabled  child  and  allows 
them  to  “leave  no  stone  unturned”  in  the 
child’s  therapy. 

While  vision  training  programs  are  in  them- 
selves innocuous,  they  are  frequently  under- 
taken in  lieu  of  appropriate  medical  or  educa- 
tional evaluation  and  treatment.  The  net  result 
can  be  disastrous.  If  these  children  do  not  be- 
come school  drop-outs,  they  frequently  find  their 
way  back  into  special  education  years  behind 
with  virtually  no  hope  of  attaining  age- 
appropriate  skills.  Therefore,  vision  training 
programs  as  currently  practiced  are  not  without 
risk  to  the  welfare  of  the  child. 

SUMMARY 

The  role  of  the  primary  care  physician  in  the 
treatment  of  the  learning  disabled  child  has  been 
discussed.  With  appropriate  diagnosis  and  spe- 
cial educational  methods,  many  of  these  children 
can  be  managed  in  the  normal  classroom  envi- 
ronment. Because  of  the  unique  relationship  of 


the  eye  to  reading,  they  are  frequently  referred 
to  ophthalmologists  or  optometrists  for  initial 
evaluation.  Studies  have  shown  that  these  chil- 
dren almost  never  have  significant  concomitant 
eye  pathology.  Unless  deficient  visual  acuity  is 
present,  eye  ^are  should  never  be  instituted  in 
isolation.  Rather,  a formal  medical  and  educa- 
tional evaluation  should  be  undertaken  and 
treatment  determined  accordingly.  Treatments 
that  depend  on  visual  training  (muscle  exercises, 
ocular  pursuit,  etc.)  or  neurologic  organizational 
training  (laterality  training,  balance  board,  etc.) 
have  no  scientific  basis  in  fact  and  should  be 
avoided.  □ 
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FINANCIAL 
MANAGEMENT  AND 
CONSULTANT  PLANNING 
SERVICES 

The  SCMA  announces  the  avail- 
ability of  the  Carolinas  Hospital  and 
Health  Services,  Inc.,  and  the  E.  F. 
Hutton  Company,  to  offer  practice 
management  and  financial  consultant 
services  to  SCMA  members.  These 
firms  have  offered  to  meet  with 
county  medical  societies  to  present 
programs  or  help  organize  seminars 
on  practice  management  and  finan- 
cial planning  for  physicians  in  all 
areas  of  the  state.  For  complete  de- 
tails, contact  the  SCMA  Headquar- 
ters office. 


CYCLIPEN-^  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q. i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q. i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q. i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.  i.d.  t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.  i.d.  f 

Urinary  Tract 

500  mg  q. i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

L U 


Laboratories 

Philadelphia,  Pa  19101 


GUEST  EDITORIAL:  ON  THE  UNIMPORTANCE  OF  GLASSES  TO 
THE  HEALTH  CARE  OF  THE  EYES 


In  a nutshell,  glasses  are  not  important  to  the 
health  care  of  the  eyes.  If  you  know  enough  to 
recognize  the  truth  of  this  statement,  you  will 
waste  your  time  reading  further  except  for  cer- 
tain interesting  details  with  which  you  may  not 
be  familiar. 

With  the  exception  of  the  rare  crossed  eye 
occasionally  salvaged  if  discovered  at  an  early 
age,  no  glass  however  good  can  help  any  eve;  no 
glass  however  bad  can  harm  an  eye.  The  one 
helpful  thing  that  can  be  done  with  a glass  is  to 
please  the  patient,  making  him  see  better  or  feel 
better.  In  no  case,  save  as  above  noted,  is  the  eye 
made  better  or  worse. 

If  a person  once  obtains  satisfactory  glasses  he 
need  not  have  his  eyes  examined  again  for  that 
purpose  as  long  as  he  likes  what  he  has.  It  makes 
no  difference  what  he  sees  if  he  sees  well  enough 
to  do  what  he  has  to  do,  and  is  content.  He  will  do 
his  eyes  no  harm  if  he  never  obtains  more  glasses, 
and  no  harm  if  he  never  puts  them  on  again. 
Even  if  acuity  can  be  improved,  as  long  as  he  is 
satisfied  he  should  be  left  alone.  The  one  place 
glasses  have  to  be  forced  on  anyone  is  where  he 
can  be  given  the  necessary  vision  to  secure  a 
driver’s  license  or  to  hold  a job.  Most  people  can 
drive  safely  and  work  effectively  with  considera- 
bly less  than  20/20  vision. 

Primary  eye  care  is  the  responsibility7  of  the 
ophthalmologist.  Any  other  claim  is  fraught  with 
danger  and  could  result  in  blindness,  even  death 
from  lack  of  proper  care.  Who  questions  this  is 
lacking  in  judgement. 

You,  gentle  reader,  professional  or  otherwise, 
are  urged  to  put  on  your  thinking  cap  and  dis- 
abuse your  mind  of  a number  of  “Old  wive  s 
tales,”  suppositions  and  downright  false  assump- 
tions: 


1.  “ Cheap  (dime  store  or  drug  store ) glasses 
will  ruin  your  eyes.”  This  is  absolutely  untrue. 
Simply  because  of  frame  size,  a cheap  glass  may 
not  be  quite  as  satisfactory  as  a fitted  one,  but  no 
harm  is  done.  An  estimated  25  percent  of  all 
individuals  can  safely  satisfy  visual  needs  at  al- 
most any  drugstore  or  at  some  other  counter 
(former  dime  stores).  I w7ear  them  myself  and 
have  always  suggested  them  wherever  possible, 
with  no  single  occasion  for  regret.  It  must  be 
understood,  however,  that  this  is  not  taking  care 
of  the  eyes.  It  is  taking  care  of  visual  require- 
ments only,  which  is  a separate  problem  and 
never  a serious  one. 

South  Carolinians  are  more  fortunate  than  the 
residents  of  states  w here  selling  glasses  over  the 
counter  is  proscribed  by  law,  the  result  of  lobby- 
ing by  those  interested  in  selling  glasses.  You  will 
find  me  before  our  legislature,  if  necessary  in  a 
wheel  chair  or  on  a stretcher,  if  any  such  bill  is 
introduced  there.  It  is  positively  criminal  that  a 
person  should  be  forced  to  spend  relatively  large 
sums  for  what  he  can  buy  for  very  little. 

2.  “ Eyes  should  be  regularly  examined  for 
glasses.  ” An  idea  deeply  planted  in  the  minds  of 
the  unsuspecting  public  by  those  seeking  mone- 
tary gain.  If  a person  has  been  properly  fitted,  he 
need  never  have  his  eyes  examined  again  for  this 
purpose  until  he  has  some  reason  to  believe  he 
might  do  better  wdth  a change.  This  applies  even 
to  children,  w ho  once  examined,  preferably  by 
three  years  of  age,  and  wdiether  or  not  glasses  are 
w7orn,  need  not  be  re-examined  until  or  unless 
there  is  some  complaint,  or  the  mother  or 
teacher  notices  something  w rong.  Eyes  should 
indeed  be  examined  whenever  there  is  indica- 
tion. After  age  40,  all  eyes  should  be  examined  by 
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a physician  every  two  years  for  excellent  medical 
reasons. 

3.  “ Do  not  read  in  poor  light.’’  It  makes  no 
difference  in  what  light  you  read.  If  it  is  too  poor  a 
light  you  will  be  less  efficient  and  that  is  the  end 
of  the  matter.  If  you  can  read  in  the  dark,  good  for 
you!  It  won’t  hurt  the  eyes. 

4.  “ It  is  bad  for  the  eyes  to  hold  things  too 
close.”  This  is  not  so,  though  it  will  probably 
make  you  uncomfortable  by  causing  excessive 
convergence.  This  does  no  harm.  An  adult  or 
child  often  holds  things  close  in  the  belief  that  it 
is  better  because  things  appear  larger.  A harm- 
less headache  may  ensue.  Most  of  these  eyes  are 
normal  when  examined  and  mothers  can  be  reas- 
sured. 

5.  “ Glasses  weaken  your  eyes.  If  you  once  put 
them  on  you  will  always  have  to  wear  them.  ” No 
such  thing.  You  may  in  a sense  become  depen- 
dent on  them  because  you  like  what  they  do  for 
you,  but  if  you  wish  to  discard  them  you  may 
safely  do  so  and  go  back  to  feeling  and  seeing  as 
you  did  before  you  first  used  them.  Millions  are 
walking  the  streets  today  wearing  glasses  they 
don’t  need.  They  are  not  being  harmed,  but 
purses  have  been  effectively  lightened.  With  a 
little  knowledge  of  refraction  one  can  easily  sell 
almost  anybody  on  glasses;  and  can  re-sell  at 
intervals  by  suggesting,  usually  by  mail,  that  it  is 
time  to  have  the  eyes  examined.  This  is  regularly 
done  by  persons  posing  as  doctors. 


6.  “ Wearing  glasses  will  save  the  eyes.”  This  is 
impossible.  No  glass  has  ever  saved  an  eye  except 
when  worn  as  a protection  in  arc  welding  or 
against  physical  injury  from  flying  particles. 
Glasses  are  and  can  be  nothing  but  a crutch, 
admittedly  at  times  a very  good  and  desirable 
one. 

7.  “You  can  harm  your  eyes  by  using  them  too 
much.  ” False.  Eyes  tire  like  anything  else;  when 
they  do,  take  a rest;  be  sensible.  I doubt  that 
there  is  any  such  thing  as  eye  strain,  though  at 
least  one  book  has  been  written  about  it.  In  a 
lifetime  as  physician  and  ophthalmologist  I have 
never  seen  an  eye,  sick  or  well,  harmed  by  what- 
ever visual  use  it  was  put  to. 

Finally,  when  a prescription  is  given  the  pa- 
tient, the  physician  should  be  able  to  say,  “If  for 
any  reason  you  are  not  pleased  with  what  I have 
done  for  you,  come  back  to  let  me  check  because 
something  is  wrong  somewhere.” 

Conclusion:  Glasses  can  do  nothing  therapeu- 
tically but  focus  light  for  the  eyes,  well  or  poorly, 
and  consequently  are  acceptable  or  not.  □ 

J.  W.  Jervey,  Jr.,  M.D. 

709  Dunbar  Street 

Greenville,  S.  C.  29601 

The  opinions  expressed  on  the  Editorial  Pages  of 
The  Journal  are  those  of  the  writer,  and  do  not 
necessarily  reflect  the  policy  of  the  South 
Carolina  Medical  Association. 
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WHEN  IS  IT  NOT  A WHITE  ELEPHANT? 


In  visiting  the  county  medical  societies  around  the  state  this  year,  the  most  pleasant  surprise,  in 
addition  to  the  good  food  doctors  eat  at  these  meetings,  is  that  I have  not  needed  a bullet-proof  vest  so 
far.  Xo  tomatoes  have  been  thrown,  and  at  this  point  in  time,  no  egg  on  my  face!  Meetings  have  been  fun 
for  me,  and  I hope  informative  for  the  membership.  It  is  enlightening  to  me  and  the  other  leadership  to 
find  out  what’s  on  physicians’  minds.  It  is  also  very  enlightening  to  find  out  that  members  of  Council  are 
informed  of  activities  but  apparently  speak  only  to  each  other  and  don’t  spread  the  gospel.  I would  highly 
recommend  that  these  visitations  continue  each  year. 

One  of  the  concerns  expressed  is  about  our  building  in  Columbia.  Apparently,  there  is  still  concern 
that  the  headquarters  is  dragging  the  Association  down.  Many  expressed  that  the  building  is  the  reason 
they  haven’t  re-joined  the  SCMA  or  don’t  join.  The  facts  need  to  be  set  forth  about  this  and  I will  attempt 
to  do  so.  Space  doesn’t  permit  a detailed  review,  but  this  will  follow  later  in  the  form  of  a complete  story. 

When  tire  move  from  Florence  to  Columbia  was  done  by  the  House  of  Delegates,  quarters  were 
rented  on  Washington  street.  Plans  were  then  started  for  a building.  Land  was  bought,  and  plans  for 
one,  two  or  three  story  building  were  looked  at.  The  House  of  Delegates  then  adopted  a three  story 
building.  Unfortunately,  the  rental  income  was  not  enough  to  meet  the  payments  and  an  assessment  was 
started  which  was  to  last  for  the  next  three  years.  At  the  end  of  the  three  years,  the  assessment  was 
dropped  and  has  not  been  reinstated,  nor  is  it  believed  it  will  ever  again  be  needed.  To  those  physicians 
who  paid  the  assessment,  gratitude  to  all  is  indeed  appropriate.  But  if  rental  income  wasn’t  enough  to 
make  the  payments,  how  could  the  building  be  paid  for?  At  this  point,  let  me  assure  that  not  a single 
dollar  of  your  annual  dues  goes  to  pay  for  the  building.  In  fact,  not  even  a penny  of  SCMA  money  goes  to 
the  building.  What  sleight  of  hand  then  pays  for  our  building? 

The  building  is  a separate  subsidiary  corporation  of  the  SCMA  with  a Board  of  Directors  made  up  of 
SCMA  members,  all  but  two  coming  from  Council.  The  Building  Corporation  successfully  bid  on  the 
data  contract  from  PSRO,  underbidding  Blue  Cross  for  this  contract.  To  this  contract  have  been  added 
several  other  PSROs  from  other  states.  The  contracts  are  profitable  and  so  the  needed  money  for  the 
building  is  generated  — at  no  expense  to  the  SCMA  members.  The  SCMA  bought  and  leased  to  the 
Building  Corporation  the  computers  necessary  for  the  data  contracts.  One  of  these  computers  has  since 
been  paid  for,  and  payments  on  the  other  assure  that  it  will  also  soon  be  paid  for.  The  income  to  the 
SCMA  for  the  lease  is  adequate,  so  that  no  expense  is  generated  requiring  dues  money.  There  are 
prospects  that  the  Building  Corporation  will  add  more  contracts  in  the  future,  and  so  continue  to 
generate  a profit. 

I hope  this  simplified  explanation  will  satisfy  your  curiosity  and  hopefully  dampen  the  fires  of 
discontent  evident  in  some  of  the  members.  I invite  you  to  return  to  the  fold.  Remember  — 
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TEGA-TUSSIN  - CIII 

FOR  MAXIMUM  RESULTS  IN  CONTROL  OF  COUGHS  DUE  TO  THE  COMMON  COLD 

EXCELLENT  TASTE 

Each  30cc  contains: 

Dihvdrocodeinone  Bitartrate  25  me. 

WARNING:  May  be  habit  forming 

Chlorpheniramine  Maleate  10  mg. 

Phenylephrine  Hydrochloride  30  mg. 

Potassium  Guaiacolsulfonate  500  mg. 

TEGA-TUSSIN:  Provides  chlorpheniramine  maleate,  the  antihistamine 

with  virtually  no  side  effects. 

TEGA-TUSSIN:  Provides  potassium  gulacol-sulfonate,  an  excellent 

expectorant. 

TEGA-TUSSIN:  Provides  phenylephrine  HCL,  an  effective  respiratory 

mucosal,  pulmonary  decongestant,  mild  bronchodilator  and  vaso  pressor. 

DOSAGE:  Adults  One  teaspoonfull  every  3 to  4 hours.  Children  over 

6 years  - V2  Adult  dose.  Not  recommended  for  children  under  6 without 
very  close  supervision  by  physician. 

AVAILABLE  ON  RX  ONLY 

MORE  DETAILED  INFORMATION  AVAILABLE  ON  REQUEST 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE.  CONSISTENT  WITH  QUALITY 

ORTEGA  PRODUCTS  ARE  DESIGNED  WITH  THE  FAMILY  PHYSICIAN  IN  MIND 

ORTEGA  PHARMACEUTICAL  CO.,  INC.:  JACKSONVILLE,  FLORIDA  32205 


Winchester  Surgical  Supply  Company 

200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSRORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-44 17  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians, 
physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians. 
For  such  physicians,  we  offer  a practice  that 
is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases 
some  physicians  do  not  encounter  in  a life- 
time, where  you  work  without  worrying 
whether  the  patient  can  pay  or  you  will  be 
paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the 
best  care. 

If  that  is  what  you  want,  join  the  physicians 
who  have  joined  the  Army.  Army  Medicine 
is  the  perfect  setting  for  the  dedicated  physi- 
cian. Army  Medicine  provides  wide-ranging 


opportunities  for  the  student,  the  resident, 
and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  resi- 
dencies in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compen- 
sation and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher 
on  specialty  examinations. 

Army  Medicine  offers  an  attractive  alterna- 
tive to  civilian  practice.  As  an  Army  Officer, 
you  receive  substantial  compensation,  ex- 
tensive annual  paid  vacation,  a remarkable 
retirement  plan,  and  the  freedom  to  practice 
without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT.  Edward  R.  Miller,  MSC 
Dwight  David  Eisenhower 
Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  791-6092 


An  Equal  Opportunity  Employer 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


AMA  AUXILIARY  HAS  AN  ACTIVE  NATIONAL  PULSE 

One  of  the  major  challenges  facing  health  organizations  today  is  to  convince  the  people  of 
this  country  of  the  role  they  play  in  caring  for  their  own  health.  To  do  this,  the  AMA  Auxiliary 
maintains  contact  with  other  health-related  organizations,  co-operating  with  them  in  idea 
exchanges  and  ensuring  that  servcies  provided  are  not  duplicated  in  any  way. 

Legislative  action  is  an  important  area  of  concern  to  ensure  that  bills  which  are  passed  at 
state  and  federal  government  levels  are  the  best  possible  to  care  for  people  s health.  Auxiliary 
funds  are  spent  to  keep  AMA  Auxiliary  members  up-to-date  on  the  issues,  to  send  Legislative 
Alerts  at  the  request  of  the  AMA  on  current  Congressional  actions,  and  to  provide  materials  for 
optimum  legislative  action  at  the  local  level. 

The  Auxiliary  publishes  a number  of  information  booklets  — 11  Package  Programs  on  health 
topics  with  information  and  community  program  ideas;  the  Project  Bank  Catalog  with  listings 
of  more  than  750  programs  initiated  by  Auxiliary  members  which  can  be  ordered  for  communi- 
ty use;  the  Marketing  Membership  manual  with  ideas  to  increase  and  maintain  existing 
membership;  the  Legislative  Action  workbook  with  programs  to  increase  activity  in  both 
federal  and  state  legislation;  the  Auxiliary  Guide,  a leadership  manual  printed  in  two  versions, 
one  for  state  leaders  and  one  for  county  leaders. 

The  Auxiliary  also  develops  special  publications  for  specific  uses  — the  Shape  Up  for  Life 
campaign  materials;  membership  brochures  (Do  You  Know,  AMA  Auxiliary  Facts,  6 Good 
Reasons  Why,  among  others);  immunization  posters;  publications  lists,  and  many  more. 

The  AMA  Auxiliary  offers  educational  opportunities  for  its  members  through  continuing 
education  programs  at  both  AMA  and  Auxiliary  meetings.  In  1978-79,  some  25  seminars  were 
offered,  free  of  charge,  to  Auxiliary  members  on  such  topics  as  international  terrorism,  plastic 
surgery,  safety  on  the  streets,  and  investments. 

The  seminars  are  staffed  by  professionals  in  the  fields.  For  the  first  time,  at  the  1979  and 
1980  National  conventions,  continuing  medical  education  credits  were  offered  for  physicians 
and  continuing  education  units  for  nurses  who  participated  in  the  programs. 

Every  six  to  eight  weeks,  following  meetings  of  the  AMA  Council  on  Legislation,  a mailing 
with  detailed  information  on  issues  is  sent  to  all  state  Auxiliary  legislation  chairmen.  On  at  least 
a quarterly  basis,  national  committee  members  of  AMA-ERF,  membership,  health  projects, 
and  legislation  correspond  with  state  counterparts  to  keep  them  abreast  of  new  information  so 
that  members  and  their  spouses  may  have  the  latest  reports  on  these  subjects. 

Auxiliary  members  are  involved  in  large  and  small  communities  all  over  the  U.S.A. 
Collectively,  the  volunteer  hours  they  give  for  community  benefit  would  number  into  the 
hundreds  of  millions.  From  scholarships  to  immunization  programs,  the  AMA  Auxiliary  is 
truly  an  organization  which  cares. 
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CARCINOMA  OF  THE  LUNG:  THE  SURVIVORS 


R.  RANDOLPH  BRADHAM,  M.D.* 

There  have  been  many  reports  of  large  series 
of  patients  having  carcinoma  of  the  lung  with  the 
eventual  survivors  remaining  as  a very  small 
group.  This  lends  an  aura  of  pessimism  to  the 
treatment  of  this  disease.  There  are,  however, 
many  individuals  with  carcinoma  of  the  lung  who 
can  be  cured  and  many  others  who  can  be  sig- 
nificantly palliated  with  early  aggressive  treat- 
ment. Because  of  this  group,  an  optimistic  ap- 
proach should  be  maintained  and  every  effort 
made  to  discover  this  disease  early. 

The  author  has  a personal  series  of  sixty-one 
survivors  who  are  living  and  well  and  free  of 
disease.  Those  who  are  not  disabled  by  age  or 
some  other  disease  have  returned  to  a useful 
occupation.  The  purpose  of  this  paper  is  to 
characterize  the  survivor  and  to  encourage  an 
aggressive  approach  to  the  early  detection  of  this 
disease. 

These  sixty-one  survivors  are  from  a total 
group  of  approximately  five  hundred  patients 
treated  for  carcinoma  of  the  lung.  The  length  of 
survival  is  given  in  Table  I.  The  lower  numbers 
with  the  longest  survival  do  not  necessarily  re- 
flect the  attrition  rate  as  there  were  more  resec- 
tions done  in  the  last  five  years  than  in  the  first 
five  years.  Also,  a moderate  number  of  patients, 
who  were  clinically  free  from  carcinoma,  expired 
from  heart  disease  and  stroke.  For  those  patients 
who  are  less  than  a year  postoperative,  it  is  too 
early  to  be  optimistic  but  it  is  meaningful  that  as 
yet  no  recurrence  has  been  detected. 

All  patients  were  initially  treated  by  lobec- 
tomy or  pneumonectomy  (Table  II).  Eighteen 
patients  received  postoperative  x-ray  radiation, 


* 315  Calhoun  Street,  Suite  405,  Charleston,  S.  C.  29401. 


for  one  or  more  positive  lymph  nodes  in  sixteen 
patients,  for  invasion  of  the  chest  wall  in  one 
patient,  and  for  close  margin  of  resection  in  one 
patient. 

The  size  of  the  tumor  in  thirty-three  patients 
was  less  than  four  centimeters  in  diameter. 
Twelve  patients  had  carcinomas  measuring  four 
to  six  centimeters  and  the  patient’s  tumors  mea- 
sured more  than  six  centimeters  (Table  III).  The 
reported  pathologic  types  are  given  in  Table  IV. 

Thirty-six  patients  were  symptomatic.  Of 
these,  eleven  patients  had  symptoms  of  an  acute 
respiratory  infection  and  although  the  symptoms 
abated  with  treatment,  there  remained  a density 
on  roentgenogram  suspicious  for  a malignancy. 
One  of  this  group  sustained  chest  trauma  result- 
ing in  discovery  of  a tumor  on  a chest  x-ray. 
Twenty-five  asymptomatic  patients  were  found 
to  have  a lung  lesion  on  a routine  chest  roentgen- 
ogram. 

DISCUSSION 

It  is  obvious  that  the  ideal  patient  with  car- 
cinoma of  the  lung  is  asymptomatic,  has  a small 
lesion  in  the  lung,  and  has  no  metastatic  disease. 
These  are  the  patients  who  will  have  a high  rate  of 
cure.  Unfortunately,  there  is  still  a tendency  to 
observe  patients  too  long  or  to  carry  out  lengthy, 
time-consuming  diagnostic  programs  that  yield 
little  positive  information.  For  instance,  given  a 
patient  with  a small  persistent  density  in  the 
lung,  the  usual  differential  diagnosis  is  granulo- 
ma versus  carcinoma,  especially  for  a patient  who 
smokes.  Outpatient  tomograms  will  demonstrate 
calcium  or  its  absence,  an  important  criterion  for 
differentiation.  The  usual  procedure  in  such 
cases  is  to  schedule  the  patient  for  bronchoscopy 
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Table  I 

LENGTH  OF  SURVIVAL 


Less  than  one  year  (6-12  months)  7 

1- 2  years  13 

2- 3  years  8 

3- 4  years  9 \ 

4- 5  years  6 I 

5- 6  years  5 f 

6- 7  years  4 \ 33 

7- 8  years  4 I 

9-10  years  2 1 

10  years  plus  3 I 


Table  III 
SIZE 

Small  (less  than  4 cm.  in  diameter)  33 

Medium  (4-6  cm.  in  diameter)  12 

Large  (6  cm.  plus)  16 

61 

and  thoracotomy  two  days  after  admission.  The 
intervening  day  can  be  used  for  obtaining  such 
studies  and  consultations  needed  to  evaluate  the 
patient’s  general  health  and  to  rule  out  metastatic 
disease  from  the  G.I.  tract  and  kidneys.  The 
chances  of  making  a diagnosis  with  bronchoscopy 
are  slight  if  the  lesion  is  peripheral  so  bronchos- 
copy is  done  with  the  thoracotomy.  If  no  nodes 
are  palpable  in  the  cervical  regions,  yield  from 
scalene  node  biopsy  with  this  type  of  lesion  will 
be  minimal.  Also  sputum  examination  gives  a low 
yield  in  the  non-coughing  patient  with  a 
peripheral  lesion.  Needle  biopsies  delay  defini- 
tive treatment.  If  a needle  biopsy  is  positive  for 
carcinoma,  the  patient  will  have  excision.  If  the 
lesion  remains  suspicious  in  spite  of  negative 
needle  biopsy  specimens,  there  remains  the  in- 
dication for  removal. 

Larger  lesions,  those  in  the  hilum,  and  those  in 
symptomatic  patients  require  a more  compre- 
hensive evaluation  to  determine  the  presence  or 
absence  of  metastases.  Bronchoscopy,  scalene 
node  biopsy,  and  the  various  scans  are  then  indi- 
cated prior  to  thoracotomy. 

For  the  patients  with  a strong  history  for 
tuberculosis  and  with  a positive  tuberculin  skin 
test,  three  to  four  weeks  anti-tuberculous 
therapy  is  given  prior  to  admission.  If  there  is  no 
improvement,  the  above  plan  is  followed. 

Lung  resections  in  present  day  surgery  carry  a 
very  low  complication  rate  and  a mortality  rate  of 


Table  H 
OPERATIONS 

Right  pneumonectomy  6 

Left  pneumonectomy  4 

Right  upper  lobectomy  18 

Right  middle  lobectomy  1 

Right  lower  lobectomy  6 

*Left  upper  lobectomy  13 

Left  lower  lobectomy  6 

Right  middle  and  lower  lobectomies  4 

Right  middle  and  upper  lobectomies  3 
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* one  patient  had  chest  wall  resection  with  lobectomy 


Table  IV 
PATHOLOGY 

Epidermoid  carcinoma  23 

Adenocarcinoma  18 

Broncho-alveolar  carcinoma  3 

Undifferentiated  (not  otherwise  specified)  7 
large  cell  6 

small  cell  2 

Invasive  giant  cell  1 

Leiomyosarcoma  1 

61 


less  than  one  percent.  Many  times  it  seems  much 
better  to  settle  the  issue  quickly  by  operative 
excision  than  to  subject  a patient  to  a long  period 
of  hospitalization  and  multiple  diagnostic  proce- 
dures that  have  little  probability  of  yielding  a 
diagnosis. 

Some  general  rules  that  are  helpful  are: 

1.  Smokers  should  have  a chest  x-ray  more 
than  once  a year. 

2.  An  infiltrate  persisting  through  a course  of 
antibiotics  therapy  should  become  suspect 
for  carcinoma. 

3.  If  there  is  a strong  suspicion  of  tuberculosis, 
treat  one  month  and  if  no  improvement, 
resect. 

4.  Abbreviate  the  diagnostic  examination  of 
the  asymptomatic  patient  with  a discreet 
lung  density. 

5.  Combine  operative  procedures  such  as 
bronchoscopy,  scalene  node  biopsy,  and 
thoracotomy. 

6.  Deploring  cliches  and  especially  flippancy 

in  surgical  judgment,  the  thought  still 
keeps  ringing  in  the  author’s  ears,  “When 
in  doubt,  take  it  out.’’  □ 
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GRANULOMATOUS  MASTITIS  (PLASMA  CELL 
MASTITIS):  A LESION  SIMULATING  CARCINOMA 

LARRY  H.  PARROTT,  M.D.* 


A case  of  granulomatous  mastitis  (so  called 
plasma  cell  mastitis)  recently  occurred  in  our 
hospital  for  the  first  time.  Clinically  the  patient 
had  a reasonably  typical  presentation  with  a mass 
of  the  breast  which  could  not  be  differentiated 
from  inflammatory  carcinoma.  Pathologically  the 
findings  were  classical  with  the  formation  of 
granulomas  and  an  inflammatory  infiltrate  that 
included  plasma  cells.  Originally  and  even  now, 
this  case  should  be  considered  a variant  of  plasma 
cell  mastitis.  Some  authors  feel  it  is  a distinct  and 
separate  entity.3’ 6 A review  of  the  literature  indi- 
cates that  the  lesion  is  not  as  prevalent  as  it  was 
thirt\r  years  ago  and  for  this  reason  it  is  being 
presented.1'6  Before  frozen  section  diagnosis, 
many  breasts  were  removed  because  malignancy 
was  suspected. 

CASE  REPORT 

This  twenty-four  year  old  black  female, 
G2P2A0  presented  to  her  gynecologist  six  months 
pregnant.  A lump  in  her  right  breast  had  been 
noted  six  weeks  prior  to  this  visit.  Past  history 
and  review  of  systems  shows  that  no  previous 
breast  disease  or  other  serious  illness  was  noted. 
Her  nursing  history  is  not  known.  Physical 
examination  revealed  a large  multinodular  mass 
in  the  right  breast  without  any  involvement  of 
the  axilla.  There  was  some  erythema  in  the  skin 
over  the  lesion  but  no  retraction.  The  left  breast 
was  unremarkable.  The  patient,  clinically,  was 
felt  to  have  possible  inflammatory  carcinoma  and 
was  admitted  for  breast  biopsy.  The  clinical  labo- 
ratory' admission  tests  were  non-contributory. 
The  chest  x-ray  was  normal. 

Surgery  was  performed  and  an  11.0  x 5.0  x 6.0 
cm.  portion  of  breast  tissue  and  overhung  ellipse 
of  skin  were  removed.  The  surgeon  requested  a 
frozen  section  which  was  negative  for  carcinoma. 
His  clinical  impression  was  possible  tuberculosis 

* Department  of  Pathology,  Kershaw  County  Memorial 
Hospital,  Camden,  S.  C.  29020. 


due  to  the  presence  of  sinuses.  Grossly  the  tissue 
had  no  lesion  of  the  external  skin.  Deep  in  the 
dermis  and  throughout  the  tissue  there  were 
small  areas  of  suppuration  from  which  opaque 
yellow  fluid  could  be  expressed.  There  were 
multiple  variagated  nodules  of  tissue  invok  ing 
all  of  the  breast  submitted.  These  were  consis- 
tent with  hypertrophy  recognized  in  pregnancy. 
Microscopically  there  are  multiple  areas  of  sup- 
puration containing  a central  area  of  necrosis 
with  neutrophils  and  lymphocytes  (Figure  1'. 
The  reaction  involves  whole  lobules  but  appar- 


FIGURE  1 — Skin  of  breast  showing  diffuse  and  localized 
inflammation  with  sinus.  Hematoxylin  and  eosin  60x. 
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ently  starts  in  the  ducts  where  there  is  central 
necrosis.  Lining  these  non-epithelialized  spaces 
are  a proliferation  of  epithelioid  cells  with 
eosinophilic  cytoplasm,  (Figure  2).  Mixed  within 
these  cells  are  foreign  body  and  Langerhan  type 
giant  cells.  Surrounding  this  is  an  inflammation 
containing  neutrophils,  lymphocytes  and  many 
plasma  cells,  (Figure  3).  There  is  also  fibrovascu- 
lar  proliferation  of  connective  tissue.  Also  pres- 
ent is  accentuation  of  the  lobular  architecture 
with  proliferation  of  acini  consistent  with  preg- 
nancy of  six  months  duration.  Special  stains  for 
acid  fast  fungus  and  fungus  organisms  were  nega- 
tive. Cultures  of  the  wound  showed  a large 
amount  of  staphylococcus  aureus,  and  no  acid  fast 
or  fungus  organisms.  The  patient  was  discharged 
a few  days  after  the  biopsy  and  subsequently 
delivered  a normal  child  at  term.  The  wound 
healed  without  any  difficulty. 

DISCUSSION 

After  consultation,  the  diagnosis  of  granuloma- 
tous mastitis  was  made.  The  basic  lesion  appears 


to  be  a granulomatous  response  with  central, 
non-caseous  necrosis.  There  are  epithelioid  cells 
within  the  granuloma  and  there  is  an  admixture 
of  inflammatory  cells,  especially  noted  are 
plasma  cells.  Tuberculosis  was  ruled  out  on  the 
basis  of  lack  of  caseation  and  no  acid  fast  or- 
ganisms demonstrated.  Fat  necrosis  was  elimi- 
nated on  the  basis  that  there  were  no  large  areas 
of  fat  necrosis  with  foreign  body  giant  cell  reac- 
tion and  there  was  a definite  epithelioid  reaction 
which  is  not  present  in  fat  necrosis.  Mammary 
duct  ectasia  was  not  considered  because  there 
are  no  ectatic  ducts.  The  original  case  of  plasma 
cell  mastitis  had  an  atypical  duct  cell  proliferation 
and  a reaction  that  included  plasma  cells,  pre- 
dominantly. Also  described,  however  is  a reac- 
tion of  giant  cells,  simulating  tuberculosis.  I feel 
that  until  more  cases  are  accumulated  this  case 
and  others  should  be  diagnosed  as  granuloma- 
tous mastitis,  but  synonymous  with  plasma  cell 
mastitis.  The  presence  of  staphylococcus  aureus 
indicates  the  presence  of  a simultaneous  bacte- 
rial infection. 
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FIGURE  2 — A granuloma  showing  epithelioid  reaction, 
centrally  Hematoxylin  and  eosin  120x. 
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FIGURE  3 — Inflammatory  infiltrate  showing  numbers  of 
plasma  cells.  Hematoxylin  and  eosin  945x. 
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After  presenting  this  case  to  a regional  pathol- 
ogy slide  session,  some  of  the  older  pathologists 
felt  that  this  type  lesion  was  decreasing  in  fre- 
quency in  the  last  twenty  years.  They  could  not 
remember  the  last  case  that  they  had  seen.  The 
lesion  apparently  appears  to  be  localized  and  the 
surgical  excision  should  be  adequate  treatment. 
It  occurs  in  multiparous  women  who  sometimes 
have  nursing  problems.  The  pathophysiology  is 
such  that  there  is  stasis  and  inspissation  of  secre- 
tions within  the  ducts  and  these  initiate  inflam- 
matory response.  It  is  usually  multicentric  in 
origin  and  sometimes  the  axillary  nodes  are  en- 
larged. Reparative  scarring  may  increase  the 
hardness  of  the  breast  and  cause  retraction  of  the 
nipple  to  the  extent  that  clinically,  the  state  can- 
not be  distinguished  from  carcinoma  of  the 
breast.  Most  of  the  references  in  the  literature 
are  all  approximately  thirty’  years  old  and  older, 
and  reaffirms  the  impression  that  it  is  a rare 
vanishing  lesion. 1-6  The  lesion  has  been  known  to 
occur  simultaneously  with  carcinoma,0  and  on 
rare  occasion  has  been  mistakenly  diagnosed  as 
carcinoma.  The  reason  for  its  disappearance 
might  be  the  general  decrease  in  mothers  who 
breast  feed.  The  same  type  lesion  occurs  in  the 


prostate,  testicle,  and  thyroid  gland.  In  any 
event  the  patient  was  relieved  with  a benign 
diagnosis. 

In  conclusion,  the  importance  of  this  clinical 
entity  is  stressed  primarily  because  of  its  confu- 
sion clinically  with  carcinoma  of  the  breast.  Pa- 
tients quite  typically  present  with  a hard  mass  of 
the  breast  indistinguishable  from  carcinoma. 
Pathologically,  the  diagnosis  in  most  cases  is 
reasonably  straightforward  with  no  difficulty  in 
distinguishing  it  as  an  inflammatory  disease  as 
opposed  to  carcinoma  of  the  breast.  Some  debate 
is  still  present  as  to  how  to  properly  classify-  this 
lesion;  the  debate  being  compounded  by  the  fact 
that  the  lesion  is  also  rare.  □ 
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THE  PRACTICE,  AN  ART 

HARRISON  L.  PEEPLES,  M.D.* 

Recently  there  appeared  an  article  in  one  of 
our  “throw-away”  journals  written  by  Dr.  Robert 
Moser,  Executive  Vice  President  of  the  Ameri- 
can College  of  Physicians,  concerning  our  social 
and  political  climate  of  today.  He  addresses  the 
evolution  of  medicine  in  an  interesting  way,  but 
with  candid  admission  that  he  was  not  quite  sure 
it  was  exactly  this  way.  He  proceeds  as  follows:1 
For  hundreds  of  years,  healers  were  lovable, 
respected,  venerable  fakes.  No  one  knew  much 
about  sickness.  In  the  early  days,  life  was  short 
for  most  of  the  species,  with  little  time  for  much 
beyond  scheming  how  to  survive  until  the  next 
sunrise. 

Some  of  the  Smarter  ones  began  to  realize  that 
if  they  could  ease  the  suffering  of  another,  it 
would  give  them  some  status.  Soon,  some  of  the 
Smarter  ones  observed  that  for  the  most  part, 
pain  and  suffering  went  away  after  a few  days,  or 
the  fellow  died.  A handful  of  the  Smarter  ones 
learned  to  study  the  sick  and  injured  more 
closely.  They  discovered  they  could  separate 
those  who  were  apt  to  get  well  and  those  who 
were  apt  to  die.  The  really  Smart  ones  found  that 
if  they  could  do  something  that  just  happened  to 
coincide  with  survival  of  those  apt  to  “get  well”, 
they  might  get  credit  for  it  and  even  get  an  extra 
piece  of  the  chop  without  having  to  chase  it  down 
themselves. 

Over  the  centuries,  some  of  the  Smarter  ones 
actually  began  to  believe  that  they  were  doing 
some  good,  and  some  even  got  fancy.  Instead  of 
restricting  their  act  to  gourd-shaking  and 
incense-burning,  things  that  they  knew  some- 
thing about,  they  began  to  chop  up  all  sorts  of 
stuff  and  began  to  feed  this  to  sick  people.  It 
made  the  sick  die  quicker,  but  a few  got  well  in 
spite  of  it.  Later  on,  they  did  even  worse  things, 
like  purging,  bleeding,  leeching,  but  their  bat- 
ting average  went  down.  The  Smarter  ones  de- 
vised codes  to  restrain  some  of  their  more  arro- 
gant and  aggressive  colleagues.  They  developed 
what  in  effect  was  a Code  of  Conduct,  the  out- 
standing code  being  “Primum  non  nocere”.  To 
add  dignity  to  the  healer  of  the  day,  they  in- 
vented a dignified  word,  physician. 
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Every  once  in  awhile,  a physician  discovered 
that  one  of  the  concoctions  that  he  ground  up  and 
fed  the  sick  actually  made  the  fellow  feel  better. 
Digitalis  and  quinine  are  examples.  Happily,  a 
few  emerged  from  the  mass  of  shamans  and  char- 
latans and  became  adept  at  diagnosis.  They  rec- 
ognized the  futility  and  hazards  of  the  many  pro- 
cedures. They  realized  that  kindness,  patience 
and  dignity  went  a long  way  to  helping  sick 
people  feel  better.  “Presence”  at  the  bedside  was 
terribly  important,  especially  if  indeed  you  did 
no  harm.  It  became  hard  to  distinguish  physi- 
cians from  priests.  Another  aphorism  became 
popular  around  this  time,  “to  cure  occasionally, 
to  relieve  often,  to  comfort  always”.  This,  along 
with  “primum  non  nocere,  ” first,  do  no  harm,  has 
survived  the  test  of  time. 

The  science  of  medicine  developed  gradually 
but,  once  begun,  there  was  an  explosion  in 
technology  and  knowledge.  I remember  writing 
a thesis  on  that  new  drug,  sulfanilamide,  during 
my  senior  year  at  The  Citadel  in  1938,  only  a 
short  time  ago.  Then  came  “sputnik”,  a change  in 
our  educational  objectives,  back  to  basic  science 
from  which  came  new  discoveries,  new  technol- 
ogy, the  space  age;  marvelous  electronic  gadget- 
ry  was  developed. 

It  has  been  said  that  medicine  is  a science,  but 
making  a practice  of  it  is  an  art.  In  my  lifetime, 
there  have  been  more  discoveries  in  the  science 
of  medicine  than  were  made  in  the  entire  time 
prior  to  it  since  the  birth  of  Christ. 

Statistically,  we  have  made  great  strides  in  the 
health  status  of  Americans.  The  average  life  ex- 
pectancy continues  to  increase;  over-all  death 
rate  stands  at  an  historic  low  level;  infant  mortal- 
ity rates  continue  to  decline.  Mortality  from  is- 
chemic heart  disease  decreases  annually.  Yet,  we 
have  many  challenges  that  still  threaten  our  pa- 
tients and  our  very  profession.  Is  public  opinion 
changing  with  regard  to  the  physician?  Are  we 
meeting  the  needs  of  the  public?  Is  this  vast 
amount  of  new  knowledge  and  technology  being 
made  available  to  the  entire  population?  What 
role  will  the  government  play  in  the  future  of 
medical  practice?  How  are  we  to  deal  with  exter- 
nal forces  that  bear  on  our  everyday  practice  and 
our  very  lives? 

Other  physicians  in  other  times  have  faced 
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near  impossible  challenges.  My  own  father  was 
one  of  them.  He  practiced  medicine  alone  in  a 
small  rural  community  during  the  30’s  and  40’s. 
His  challenge  was  to  take  care  of  his  patients 
under  conditions  that  you  and  I would  find  intol- 
erable today. 

To  begin  with,  his  training  could  not  compare 
to  the  training  you  and  I have  available  because 
the  discovery  of  most  of  our  current  scientific 
knowledge  occurred  years  after  he  had  graduated 
from  school.  He  almost  totally  alone  had  to  deal 
with  the  problems  he  faced.  He  had  no  well- 
staffed,  well-equipped  community  hospital, 
available  only  minutes  away,  and  transportation 
and  communications  were  very  poor.  He  had  no 
immediate  facilities.  Yet,  somehow,  he  and  the 
other  physicians  of  his  day  made  do,  and  his 
patients  and  the  community7  loved  and  respected 
him  for  it. 

It  has  been  said  that  those  physicians  made  up 
in  personal  care  and  human  concern  what  they 
lacked  in  scientific  knowledge  and  modern 
technology.  Some  believe  that  the  close  personal 
relationship  which  existed  between  those  physi- 
cians and  the  patients  cannot  be  achieved  today. 
Too  many  factors,  too  many  problems,  besides 
the  patient,  claim  the  doctor’s  attention,  and  we 
cannot  escape.  At  the  time  that  my  father  started 
his  practice,  who  in  his  wildest  dreams  would 
have  thought  of  the  problems  and  demands  the 
profession  faces  today.  The  growth  of  scientific 
knowledge  accelerates  almost  daily,  and  the 
need  to  participate  in  continuing  medical  educa- 
tion programs  takes  more  and  more  time  and 
energies  from  the  care  of  our  patients.  Legal 
considerations,  never  thought  of  forty  or  fifty7 
years  ago,  now  affect  our  every  move.  What  is 
adequate  informed  consent?  When  will  the 
courts  settle  the  question  of  use  of  federal  funds 
for  abortion?  How  legal  are  our  no-code  orders? 
What  about  advertising  physicians’  services? 

What  is  happening  is  that  the  practice  of 
medicine,  the  delivery  of  health  care,  is  chang- 
ing, just  as  society  is  changing.  At  the  same  time, 
our  close  personal  relationship  with  our  patients 
is  changing.  The  explosion  of  medical  and  health 
information  in  the  last  fifty  years,  the  develop- 
ment of  new  technology,  and  the  new  treatment 
procedures  have  brought  into  the  doctor-patient 
relationship  a number  of  other  health  profession- 
als. As  a result,  the  physician  is  no  longer  the  only 
health  professional  coming  in  contact  with  the 


patient.  Also,  the  development  of  specialty  prac- 
tice in  medicine  means  that  several  physicians 
may  see  the  patient  only  once,  and  develop  only 
casual  personal  relationships  with  the  patient. 

These  and  other  problems  constantly  demand 
our  attention,  and  as  we  give  more  and  more 
attention  to  these  concerns  and  less  to  relating 
directly  to  our  patients,  we  may  find  that  another 
member  of  the  expanded  health  team,  the  nurse, 
the  P.  A.,  the  social  worker,  the  pharmacist  or 
the  minister,  is  the  person  the  patient  looks  to  for 
human  concern  and  understanding.  We  may  find 
ourselves  considered  by  our  own  patients  as 
merely  another  one  of  many  busy  technicians 
who  perform  tests,  take  x-rays,  take  blood  sam- 
ples, and  such. 

This  attitude  has  already  reached  almost 
epidemic  proportions  in  our  society7,  and  as  such, 
I believe  presents  to  physicians  our  greatest  chal- 
lenge for  the  next  decade  — that  is,  to  cope  with 
the  many  legal,  scientific,  financial,  sociological 
and  governmental  demands  placed  on  us  as 
licensed  M.D.s,  and,  at  the  same  time,  find  the 
time,  patience  and  wisdom  to  relate  to  our  pa- 
tients as  human  beings  rather  than  as  just  cases  or 
illnesses.  As  expressed  by  the  imminent  theolo- 
gian, the  late  Abraham  Joshua  Heschel,  before 
the  AMA  15  years  ago,  “Medicine  is  more  than  a 
profession.  Medicine  is  a soul,  and  its  calling 
involves  not  only  the  application  of  knowledge 
and  the  exercise  of  skills,  but  also  the  facing  of  a 
human  situation.  It  is  not  an  occupation  for  those 
to  whom  career  is  more  precious  than  humanity 
or  for  those  who  value  comfort  and  serenity 
above  service  to  others.  The  doctor’s  mission  is 
prophetic.  It  is  no  secret  that  the  image  of  the 
doctor  in  the  mind  of  the  public  and  the  profes- 
sion itself  is  deteriorating.  The  admiration  for 
medical  science  is  increasing,  and  the  respect  for 
its  practitioner  is  decreasing.  The  depreciation  of 
the  image  of  the  doctor  is  bound  to  disseminate 
disenchantment  and  to  affect  the  state  of 
medicine  itself’.2 

Let  us  dedicate  ourselves  to  the  goals  of  revers- 
ing this  growing  disenchantment.  Even  as  falli- 
ble mortals  and  subject  to  human  error  as  we  are, 
let  us  each  strive  to  utilize  to  the  fullest  the 
greatest  technological  advances  of  medicine,  but 
at  the  same  time  strive  to  be  more  humane  with 
our  patients. 

Now,  at  the  beginning  of  a new  decade,  let  me 
do  some  forecasting.  Based  on  materials  pre- 


December,  1980 


557 


THE  PRACTICE.  AN  ART 


sented  recently  at  the  AMA  National  Leadership 
Conference  and  study  of  events  of  the  recent 
past,  let  me  give  you  some  predictions  for  the 
near  future.  If  you  have  observed  trends  which 
have  developed  in  our  society,  you  find  that  we 
tend  to  be  so  crisis-oriented,  going  from  one 
perceived  course  to  another,  with  a result  that 
the  pendulum  swings  from  one  extreme  to 
another.  We  have  reached  the  periphery  of  this 
swing  in  two  areas  that  affect  us. 

The  first  is  the  anti-government  swing  in 
which  there  is  general  skepticism  about  govern- 
ment’s ability  to  readily  solve  problems.  Many 
feel  that  government  is  the  problem  and  that  it 
offers  solutions  to  problems  which  are  non- 
existent or  at  best  could  be  served  by  the  private 
sector.  Witness  the  swing  away  from  regulations 
as  espoused  by  the  current  group  of  Presidential 
contenders.  Witness,  too,  the  recent  curtailment 
placed  on  the  FTC,  and  witness  the  Jarvis 
philosophy  extending  into  states  other  than 
California.  All  indicate  that  the  people  want  their 
problems  solved  in  a different  manner. 

The  second  swing  involves  the  health  care  en- 
terprise. This  comes  about  because  we  are  leav- 
ing the  physician  shortage  era,  and  by  mid-1980 
there  will  be  an  abundance  if  not  an  actual  excess 
of  practicing  physicians.  Some  predict  that  there 
will  be  50  to  100  percent  more  practicing  physi- 
cians than  in  the  recent  past.  The  full  impact  of 
this  abundance  of  physicians  will  make  a great 
impact  on  any  current  issues  being  discussed 
now.  Applying  those  two  dictums  of  anti-gov- 
ernment and  physician  abundance,  let’s  see  how 
it  affects  current  issues.  National  Health  Insur- 
ance (Kennedy  style)  is  an  issue  of  the  early 
1970’s,  not  obtainable  now.  There  will  probably 
be  compromise  Medicare/ Medicaid  modifica- 
tions and  a catastrophic  insurance  of  some  sort, 
but  one  in  which  the  private  sector  will  have  a 
major  role  to  play.  Even  though  the  physician 
abundance  was  brought  about  by  the  result  of 
crisis-thinking  on  the  part  of  the  federal  govern- 
ment, and  now  we  hear  predictions  by  the  gov- 
ernment of  an  excess  of  physicians,  there  is  a rush 
to  stop  capitation  grants  to  medical  schools.  This 
probably  won’t  materialize,  and  there  will  be  in 
effect  a “freeze”  on  the  status  quo.  (Maybe  state 
modifications  of  numbers  of  students. ) There  will 
probably  be  a moderate  turnoff  of  foreign  medi- 
cal graduates.  There  will  be  a standstill  until  the 
next  crisis  occurs.  Developing  already  is  a crisis 
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in  specialty  training,  delivery  of  serv  ice  for  the 
underserved,  etc. 

There  will  be  changes  brought  about  by  non- 
M.D.  health  professionals.  All  of  these  providers 
were  brought  in  at  a time  of  shortage  of  physi- 
cians, and  they  have  attained  a degree  of  accep- 
tance. They  will  fight  to  keep  their  stature  and 
will  seek  legislative  assistance  to  do  so.  Such 
legislative  assistance  has  been  sought  during  the 
historic  development  in  the  area  of  optometry, 
podiatry,  chiropractic  and  others,  and  substan- 
tiates this  belief.  These  two  swings  of  the  pen- 
dulum — these  two  dictums  — will  play  heavily 
on  the  future  of  HMO’s,  health  planning,  PSRO, 
drug  laws  and  the  like.  The  future  abundance  of 
physicians  will  produce  some  competition,  but 
not  at  less  cost,  as  predicted  by  many.  Each  new 
physician  will  generate,  according  to  some, 
about  $300,000  in  total  health  costs.  Physicians 
will  not  practice  a 60  or  70  hour  work  week. 
There  will  be  free  time,  and  if  we  use  this  free 
time  to  plan  voluntarily  the  best  method  of  deliv- 
ery of  care  to  our  people  and  gain  their  confi- 
dence, we  will  have  an  opportunity  to  plan  our 
destiny  to  our  own  benefit  and  to  the  benefit  of 
our  patients.  Now  is  the  time  to  start. 

I’d  like  to  close  with  two  thoughts,  first  with 
regards  to  our  relationship  with  government,  and 
second  with  regard  to  our  relationships  with  our 
patients. 

I quote  from  Justice  Louis  T.  Brandeis  which 
sums  up,  in  my  mind,  the  philosophy  we  should 
use  in  dealing  with  government.  “Experience 
should  teach  us  to  be  more  on  our  guard,  to 
protect  our  liberties  when  the  government’s 
purpose  is  beneficent.  The  greatest  danger  to 
liberty  lurks  in  the  insidious  encroachment  by 
men  of  Zeal,  well-meaning,  but  without  under- 
standing”.3 

In  treating  our  patients,  let  us  be  scientific,  of 
course.  But  practice  the  art  as  well,  to  cure  some- 
time, to  relieve  often,  to  comfort  always.  If  more 
need  be  said,  let  us  attempt  to  follow  in  the 
footsteps  of  The  Great  Physician.  □ 
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For  about  22  years  I have  been  involved  in  the 
total  care  of  cancer  patients  from  the  standpoints 
of  both  diagnosis  and  treatment.  Board  Certifica- 
tion in  Radiology  in  1962  embraced  both  Diag- 
nostic and  Therapeutic  Radiology,  and  when 
Nuclear  Medicine  became  a specialty  unto  itself 
in  1972,  this  blended  well  with  total  correlation 
for  the  medical  needs  of  cancer  patients.  My 
experience  has  been  as  a family  practitioner,  a 
resident  in  Radiology  at  a Medical  University 
program,  and  as  a practicing  Radiation  On- 
cologist. I apologize  for  personal  references  in 
this  paper,  but  the  concepts  which  I so  strongly 
believe  in  for  the  care  of  the  cancer  patient  must 
be  expressed  as  those  that  I feel  to  be  of  proven 
value. 

The  program  at  the  Baptist  Medical  Center  at 
Columbia  was  started  by  Dr.  Thomas  A.  Pitts1 
around  1940,  and  it  has  grown  from  registering 
about  200  new  cancer  patients  per  year  to  around 
1,200  new  patients  per  year.  This  program  was 
one  of  the  first  in  South  Carolina  to  get  full  ap- 
proval of  the  American  College  of  Surgeons,  and 
it  serves  as  one  of  the  nine  State  Aid  Cancer 
Clinic  Programs  in  South  Carolina.  Patient  refer- 
ral is  primarily  from  the  Central  South  Carolina 
area. 

NEW  CONCEPT  OF  UNIFIED 
TREATMENT  FOR  CANCER  PATIENTS  IN 
PRIVATE  PRACTICE  SETTING 

The  uniqueness  of  this  special  plan  for  the  care 
of  the  cancer  patient  centers  around  the  fact  that 
a program  has  been  established  where  a patient 
can  get  necessary  consultation  and  referral  done 
at  one  center  and  within  the  same  physician 
group.  Several  years  ago  the  need  for  unit  cancer 
management  in  our  community  became  appar- 
ent; patient  care  was  very  fragmented,  and  we 
had  very  little  medical  oncology  coverage.  Pa- 
tients were  being  short-changed,  and  finally  I 
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Columbia,  1519  Marion  Street,  Columbia,  S.  C.  29220. 


convinced  my  fellow  practitioners  that  we  should 
launch  on  this  innovative  program.  Since  this 
plan  embraced  new  scientific  and  treatment  con- 
cepts, I wanted  to  share  it  with  all  physicians  in 
South  Carolina  as  a very  viable  and  worthwhile 
approach,  giving  cancer  patients  the  very  best  of 
care  in  a unified  manner. 

HISTORICAL  BACKGROUND 

In  reviewing  the  history  and  theoretical  de- 
velopments in  the  field  of  Oncology,  I was  stimu- 
lated by  the  Erskine  Memorial  Lecture  given  in 
1977  by  Dr.  Gilbert  H.  Fletcher2  of  the  Depart- 
ment of  Radiotherapy  at  MD  Anderson  Hospital 
and  Tumor  Institute,  Houston,  Texas.  In  his 
overview  of  the  history  and  theoretical  develop- 
ments of  Radiotherapy,  Dr.  Fletcher  pointed  out 
that  one  must  think  of  the  quality  of  life  available 
to  the  patient.  He  said  that  such  quality  of  life 
could  be  improved  with  conservative  surgical 
removal  techniques  as  well  as  with  modest  doses 
of  irradiation.  He  also  stressed  the  importance  of 
combining  surgical  oncology,  radiation  oncol- 
ogy, and  medical  oncology  to  yield  better  results 
in  combination  than  either  of  the  disciplines  used 
alone.  He  stressed  the  fact  that  each  discipline 
should  be  used  to  its  best  advantage,  and  the 
physician  should  search  for  as  low  complication 
rates  as  possible.  Individualization  of  every  pa- 
tient and  treatment  problem  was  considered  ex- 
tremely important. 

There  is  not  a great  deal  in  the  literature  about 
unified  treatment  programs  for  the  total  care  of 
the  cancer  patient  and  family.  We  do  read  about 
the  team  approach  as  practiced  in  large  medical 
centers  with  a medical  school  setting,  but  there  is 
very  little  about  the  private  practice  setting  in  a 
community  hospital.  Since  this  is  where  a large 
part  of  primary  care  is  given  to  cancer  patients, 
the  information  submitted  in  this  article  should 
be  of  definite  scientific  value.  Medical  university 
settings  are  excellent,  but  so  often  in  this  envi- 
ronment each  physician  sets  up  a world  unto 
himself  dealing  with  his  own  specialty.  With  this 
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type  situation,  it  is  difficult  to  get  unified  care  for 
the  “whole”  cancer  patient.  Such  can  be  easier 
accomplished  in  the  private  practice  setting  near 
the  patient’s  home. 

PHYSICIAN  TEAM  APPROACH 

The  dictionary  defines  an  oncologist  as  a physi- 
cian specialist  who  correlates  the  sum  of  knowl- 
edge concerning  tumors.  This  physican  should 
serve  as  the  captain  of  the  team  of  doctors  who 
diagnose  and  plan  treatment  for  cancer  patients. 
The  oncologist  needs  to  be  involved  early,  even 
making  suggestions  about  diagnostic  procedures 
for  problem  cases.  Often  the  oncologist  is  called 
in  before  the  patient’s  diagnosis  is  made,  and  he 
helps  with  the  outlining  of  the  total  diagnostic 
studies.  Chart  I depicts  the  total  cooperation  and 
correlation  of  physicians  that  is  necessary  for  the 
care  of  the  cancer  patient  both  from  the  stand- 
point of  diagnosis  and  treatment.  The  patient 
does  not  always  go  through  the  total  pattern  of 
physicians  as  outlined,  but  most  often  he  starts 
with  the  family  practitioner  or  internist  and  is 
referred  either  to  a surgeon  or  an  oncologist  for 
further  workup  and  diagnosis.  From  the  chart 
you  will  note  that  the  oncologist  correlates  diag- 
nostic studies  with  the  diagnostic  radiologist,  the 
Nuclear  Medicine  specialist,  the  pathologist,  and 
the  surgeon.  When  a definitive  diagnosis  is 


made,  the  patient’s  treatment  is  designated 
either  to  the  surgical  oncologist,  the  radiation 
oncologist,  the  medical  oncologist,  or  to  a combi- 
nation of  any  of  these  areas  of  specialty. 

IDEAL  PHYSICIAN  TEAM 

The  ideal  setting  for  the  care  of  the  cancer 
patient  would  find  one  of  every  specialist  listed 
above  working  in  a group  partnership  to  have 
consultation  immediately  available  for  any  pa- 
tient need.  The  usual  situation  is  that  all  of  these 
doctors  are  separated  from  each  other,  and  each 
physician  speaks  strongly  for  his  own  major  field 
of  interest.  Prior  to  the  establishment  of  a unified 
group  at  our  hospital,  we  often  had  to  send  a 
patient  far  across  town  for  medical  oncology  con- 
sultation. Often  the  physician  did  not  understand 
the  total  problem  since  he  was  fragmented  away 
from  the  hospital  where  the  patient’s  diagnosis 
had  been  made.  It  is  much  easier  to  correlate  the 
total  plan  for  the  patient  if  the  physicians  are  in  a 
position  to  give  immediate  consultation  and  total 
care.  The  optimum  arrangement  for  the  patient 
is  to  have,  in  one  physician  group,  multiple 
specialists  such  as  medical  oncologists,  radiation 
oncologists,  nuclear  medicine  specialists,  diag- 
nostic radiologists,  CAT  scan  and  ultrasound 
specialists,  as  well  as  the  excellent  cooperation  of 
surgical  oncologists  and  pathologists  on  the  staff 
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being  immediately  available.  All  of  these  blend 
together  extremely  well  to  give  total  unit  care  for 
cancer  patients’  diagnosis  and  treatment.  Even7 
hospital  and  every  cancer  treatment  group  in 
private  practice  will  not  be  able  to  accomplish 
this  total  ideal  plan;  it  is  given  as  a model  that  has 
been  shown  to  work  both  to  the  advantage  of  the 
patient  and  to  the  advantage  of  those  administer- 
ing the  medical  care.  The  physicians  and  person- 
nel in  programs  of  this  type  must  be  carefully 
selected  as  the  “right  ones”  for  this  type  program 
to  succeed. 

PHYSICAL  FACILITIES 

For  a cancer  unit  to  meet  patient  needs,  very 
adequate  physical  facilities  have  to  be  available. 
Several  years  ago,  I urged  the  Hospital  Adminis- 
tration and  Board  of  Trustees  to  give  total  back- 
ing to  such  a program,  and  they  did  give  whole- 
hearted endorsement.  Cooperation  of  both  of 
these  groups  is  absolutely  essential  for  expert 
cancer  care.  An  inpatient  oncology  unit  totally 
dedicated  to  cancer  patients  should  be  available. 
At  our  center,  we  currently  have  a 20  bed  unit  in 
operation,  and  another  wing  of  the  hospital  is 
being  remodeled  for  establishing  a 30  bed  unit. 
The  unit  is  geared  primarily  for  cancer  patient 
care,  and  specially  trained  nurses  and  other  per- 
sonnel serve  the  unit.  Ideally  the  serv  ice  should 
have  facilities  for  occupational  therapy,  recrea- 
tional therapy,  family  counseling,  a kitchen  for 
cooking  special  dishes  for  patients  w7ho  are  on 
limited  diets,  and  a conference  room;  all  contrib- 
ute to  an  optimum  setting  for  total  care. 

Outpatient  oncology  treatment  facilities  are 
equally  as  important  as  inpatient  facilities.  Most 
hospitals  now  are  anxious  to  get  underway  some 
form  of  outpatient  treatment  facility  since  gov- 
ernment programs  and  insurance  carriers  urge  us 
to  try  to  give  as  much  care  as  possible  in  an 
outpatient  setting.  Around  90  percent  of  radia- 
tion therapy  treatments  can  be  given  as  outpa- 
tient care,  and  almost  as  high  a percentage  of 
medical  oncology  treatments  can  be  given  in  an 
outpatient  setting.  In  our  institution  we  treat  an 
average  of  70  radiation  therapy  patients  per  day 
and  50  medical  oncology  patients  per  day  as  out- 
patients. Such  a facility  functions  best  as  part  of 
the  outpatient  services  of  a hospital,  but  it  could 
also  work  well  in  a private  office  setting  depend- 
ing on  the  needs  of  the  individual  community. 

In  discussing  physical  facilities,  we  must  also 


stress  the  need  for  adequate  hospital  beds  for  all 
other  serv  ices  as  well.  The  surgical  suite  must  be 
modern  and  up-to-date  and  capable  of  doing  any 
type  surgery.  The  diagnostic  x-ray  department 
must  be  modem  with  all  forms  of  diagnosis  avail- 
able including  special  procedures.  Nuclear 
Medicine,  CAT  Scanning,  and  ultrasound.  Ide- 
ally the  radiation  therapy  department  should 
have  three  modes  of  therapy,  consisting  of  a 
megavoltage  unit  in  the  range  of  12  to  18  mev,  a 4 
mev  accelerator  unit  or  a cobalt  unit,  and  a super- 
ficial radiation  therapy  machine. 

ALLIED  HEALTH  TEAM  APPROACH 

Cancer  programs  cannot  offer  a unified  treat- 
ment plan  for  total  care  without  inclusion  of  all 
phases  of  allied  health  care.  Everyday  w7e  more 
and  more  realize  how  important  these  people  are 
and  how  much  we  depend  on  them  to  assist  us  in 
giving  optimal  medical  care.  To  have  a well  bal- 
anced program,  we  must  involve  nurses,  social 
workers,  pharmacists,  physical  therapists,  coun- 
selors, chaplains,  private  ministers,  volunteers, 
administrators,  and  family  members.  Chart  II 
indicates  how7  the  patient  is  surrounded,  as  the 
most  important  person,  with  all  of  these  team 
members.  If  one  of  these  services  falters  along 
the  wTav,  the  chain  of  total  care  is  broken,  and  the 
patient  suffers. 

The  Hospice  Program  is  a part  of  this  total 
team  of  care  that  encircles  the  patient.  Our  Hos- 
pice Program  works  quite  efficiently  as  a Home 
Health  Care  service  without  beds  in  the  hospital 
for  Hospice  patients.  The  Hospice  plan  should 
stress  Home  Health  Care  for  the  patient  and 
family  members,  and  in  so  doing  it  embraces  the 
concept  of  “caring”  in  a terminal  illness  setting. 
The  terminal  illness  is  not  stressed,  but  person- 
nel do  stress  what  is  available  to  be  done  for  the 
patient  and  the  family  members  who  are  ex- 
periencing a difficult  situation.  The  total  program 
is  carried  one  step  further  by  offering  bereave- 
ment counseling  for  family  members  up  to  one 
year  following  the  death  of  the  cancer  patient. 

ORGANIZATIONAL  STRUCTURE  AND 
GUIDELINES  FOR  CANCER  PROGRAM 

For  a total  cancer  program  to  be  completely 
effective,  it  must  have  excellent  organizational 
structure.  The  American  College  of  Surgeons 
over  the  years  has  set  forth  standards  of  excel- 
lence for  institutions  to  strive  to  meet.  In  their 
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ALLIED  HEALTH  TEAM  APPROACH  WITH  PATIENT  AS  CENTER  OF  INTEREST 


book,  Guidelines  For  Cancer  Care,3  all  of  the 
organizational  and  personnel  activities,  as  well  as 
facilities,  are  very  adequately  described.  The 
American  College  of  Surgeons  stresses  that  or- 
ganization and  personnel  are  extremely  impor- 
tant, with  facilities  being  necessary,  but  less  im- 
portant than  the  first  two.  A direct  quote  is  as 
follows:  “Without  an  efficient  interdisciplinary 
organization  of  well-trained  physicians  and  sup- 
porting personnel  (medical  and  non-medical), 
the  best  facilities  are  of  little  value.  Excellent 
care  of  the  patient  with  cancer  revolves  around 
the  physician  well  trained  in  the  diagnosis  and 
management  of  neoplastic  disease.  Well-trained 
physicians  and  allied  health  personnel  can  pro- 
vide a high  standard  of  cancer  care,  but  the  best 
facilities  will  be  useless  without  the  proper  or- 
ganization and  skilled  personnel.” 

Because  of  the  above  statements  and  beliefs,  it 
is  strongly  urged  that  all  institutions  with  quality 
cancer  programs  should  set  up  a cancer  commit- 
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tee  made  up  of  all  disciplines  including  allied 
health  personnel.  Chart  III  illustrates  the  struc- 
ture of  our  Cancer  Committee. 

Well  thought  out  cancer  programs  also  involve 
cancer  conferences  for  treatment  planning  and 
seminars  for  educational  sessions.  Included  in 
this  concept  would  be  the  Tumor  Registry  with 
all  of  its  wealth  of  information  that  is  available  to 
physicians  and  allied  health  personnel  as  they 
want  to  search  facts  and  figures  for  treatment 
planning.  Physicians  should  be  encouraged  to 
make  use  of  the  information  that  is  available. 

ECONOMIC  TYPES  OF  PATIENTS 

There  are  basically  four  types  of  economic 
situations  that  we  deal  with  in  treating  the  cancer 
patient: 

1.  Clinic  Patient 

2.  Private  Patient 

3.  Temporary  Medical  Indigent 

4.  Permanent  Medical  Indigent 
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PHYSICIAN  MEMBERS: 

Chairman  — Physician* 

(At  present  a Radiation  Oncologist) 
Vice-Chairman  — Physician* 

(At  present  a Radiation  Oncologist) 
American  College  of  Surgeons  Liaison  Fellow 
Diagnostic  Radiologist 
Ear-Nose-Throat  Physician 
Psychiatrist* 

Ophthalmologist 

Gynecologist 

Pediatrician 

Dentistry  — Oral  Surgery 

Internist 

Pathologist 

Medical  Oncologist* 

Medical  Oncologist  — Hematologist* 

General  Surgery  Physician 

Urologist 

Orthopedist 

Rheumatologist 

Family  Practitioner 


ALLIED  HEALTH  MEMBERS 
Administrator* 

Nursing  Service* 

Chaplains  Department* 

Social  Service* 

Pharmacy 
Physical  Therapy 
Tumor  Registrar 
State  Aid  Staff 
Hospice  Coordinator* 


(* Refers  to  Executive  Committee  Member) 


In  order  to  adequately  counsel  all  of  these 
types  of  patients  with  multiple  and  varied  finan- 
cial problems,  it  is  absolutely  essential  to  have  a 
social  services  department  well  versed  in  meet- 
ing these  patient  needs.  Every  patient  needs  an 
interview  to  determine  what  his  needs  will  be 
down  the  road  as  the  treatment  planning  pro- 
gresses. It  is  extremely  difficult  to  place  patients, 
even  with  adequate  finances,  in  nursing  care 
facilities.  Each  nursing  care  facility  has  its  own 
unusual  criteria  for  admission,  and  trained  social 
services  personnel  know  how  to  cooperate  with 
these  requirements.  Even  though  there  are  State 
Aid  Programs  to  help  with  finances,  and  even 
though  there  are  many  government-type  pro- 
grams such  as  Medicaid  and  Medicare,  the  help- 
less cancer  patient  often  becomes  a medical  indi- 
gent. In  our  own  institution,  we  frequently  call 
on  church  charity  programs  to  supplement  pa- 
tient needs.  Patients  who  need  care  are  not 
turned  down  for  lack  of  finances,  but  every  av- 
enue of  help  available  is  utilized. 


CASE  ILLUSTRATIONS 

In  order  to  illustrate  exactly  how  our  cancer 
program  works  in  the  practice  setting,  the  follow- 
ing case  illustrations  are  submitted; 

Case  #1.  This  68  year  old  white  married  male 
was  referred  by  his  family  practitioner  to  a 
thoracic  surgeon  who  made  the  diagnosis  of  oat 
cell  carcinoma.  This  was  made  from  biopsy  of  a 
large  right  paratracheal  mass.  The  patient  also 
had  a liver  scan  done  which  showed  a markedly 
enlarged  liver  with  many  punched  out  metastatic 
lesions  throughout  the  liver.  He  was  seen  by  a 
medical  oncologist  who  administered  multiple 
drug  chemotherapy  since  the  disease  was  sys- 
temic. Then  the  patient  was  referred  to  a radia- 
tion oncologist  who  gave  3000  rads  tumor  dose  to 
the  mass  in  the  mediastinum,  both  supraclavicu- 
lar areas,  and  to  the  total  brain.  The  follow-up 
chest  radiograph  after  radiation  therapy  showed 
major  improvement  from  the  radiation  plan.  Also 
the  follow-up  liver  scan  showed  dramatic  re- 
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sponse  to  chemotherapy  with  a normal  appearing 
liver. 

The  patient  is  still  living,  and  prognosis  is  good 
for  comfortable  survival  up  to  18  months.  Refer- 
ral to  social  services  was  necessary  to  help  with 
plans  for  disability  income. 

Case  #2.  A 38  year  old  black  female  was  re- 
ferred by  her  family  practitioner  to  a surgical 
oncologist  with  lumps  in  both  breasts.  She  un- 
derwent frozen  section  biopsies  and  was  found  to 
have  carcinoma  in  each  breast.  She  had  bilateral 
modified  radical  mastectomies  performed,  and 
positive  lymph  nodes  were  found  in  both  axillary 
regions.  She  was  referred  to  a medical  oncolo- 
gist, and  he  placed  her  on  triple  drug  chemother- 
apy program  consisting  of  Cytoxan,  Methotrex- 
ate, and  5-Fluorouracil.  This  was  continued  on  a 
cyclic  basis  for  12  months.  At  the  end  of  that  time 
the  patient  was  re-evaluated,  and  she  was  noted 
to  have  multiple  metastatic  lesions  in  both  lungs. 

A bone  scan  done  on  5/1/80  revealed  multiple 
metastatic  lesions  throughout  the  osseous  sys- 
tem, especially  prominent  in  the  right  pelvis,  left 
proximal  femur,  both  femoral  shafts,  and  in  mul- 
tiple ribs.  Adriamycin  was  added  to  her  chemo- 
therapy protocol,  and  she  received  pain  relief 
radiation  therapy  to  3000  rads  in  multiple  osse- 
ous sites  that  were  extremely  painful.  Her  prog- 
nosis for  long  survival  was  poor.  Hospice  consul- 
tation for  home  health  care  was  most  helpful. 

Case  #3.  This  68  year  old  white  male  was 
referred  by  a pulmonologist  to  a medical  on- 
cologist. He  had  a past  history  of  chronic  obstruc- 
tive pulmonary  disease  for  many  years,  and  he 
recently  developed  a left  lower  lobe  pneumonia 
which  failed  to  clear  with  adequate  antibiotic 
treatment.  His  chest  radiograph  showed  a mass 
in  the  left  hilar  area,  and  laminograms  at  the  10 
cm.  cut  revealed  typical  tapered  narrowing  and 
cut-off  of  the  left  bronchus . This  was  biopsied  and 
found  to  be  small  cell  carcinoma  of  the  lung. 
Bone,  liver,  and  brain  scans  were  all  negative. 

The  patient  was  given  multiple  drug  chemo- 
therapy and  was  referred  to  radiation  oncology. 
His  follow-up  chest  film  after  three  months  of 
combined  chemotherapy  and  radiation  showed 
excellent  response  of  the  left  hilar  mass  with 
relief  of  some  of  the  obstructive  symptoms. 
Treatment  will  continue  with  an  investigational 
Thymosine  protocol.  Special  ministerial  counsel- 
ing services  proved  beneficial  to  the  patient  and 
his  family. 
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Case  # 4 . This  73  year  old  white  male  was 
referred  by  a urologist  to  the  medical  oncologist. 
He  had  been  referred  by  his  family  practitioner 
to  the  urologist  because  of  bladder  outlet 
obstruction  related  to  an  enlarged  prostate.  The 
TUR  specimen  revealed  adenocarcinoma  of  the 
prostate.  Bone  scan  showed  major  osteoblastic 
metastatic  lesions  throughout  the  osseous  system 
with  involvement  of  practically  every  bone  in  the 
body. 

The  patient  was  treated  with  orchidectomy, 
Diethylstilbesterol,  and  spot  radiation  to  painful 
areas  to  3000  rads  in  ten  treatments.  He  was 
relieved  of  his  prostatic  obstruction  symptoms, 
and  most  of  his  bone  pain  was  well  controlled. 
His  prognosis  is  good  for  comfortable  survival  of  9 
to  12  months.  Since  he  did  not  have  a reliable 
primary  care  giver  at  home,  social  services 
placed  him  in  a nursing  care  facility  for  long  term 
management. 

ADVANTAGES  OF  TEAM  CONCEPT  IN 
THE  MANAGEMENT  OF  DIFFICULT 
PATIENTS 

Care  of  cancer  patients  with  their  manifold 
problems,  both  physical  and  emotional,  can  often 
be  very  difficult.  If  we  only  had  to  deal  with  the 
medical  problems  of  the  patient,  it  would  be 
much  less  tedious.  By  the  time  the  cancer  is 
diagnosed,  there  is  a great  deal  of  emotional  in- 
terplay between  family  members  and  patients, 
and  they  often  try  to  hide  the  facts  from  each 
other.  This  leaves  the  physician  caught  in  the 
middle,  and  he  often  is  made  the  victim  of  cir- 
cumstances. Often  patients  will  take  out  their 
dislike  for  the  diagnosis  on  the  physician,  and 
often  family  members  will  try  to  blame  the  illness 
that  the  patient  has  on  the  physician.  This  can 
create  considerable  conflict  between  the  physi- 
cian, the  patient,  and  the  family  members.  Such 
situations  take  a great  deal  of  patience  and  ex- 
perience on  the  part  of  the  doctor  managing  the 
case.  We  observe  abnormal  behavior  in  patients 
and  family  members,  and  occasionally  call  for 
psychiatric  consultation  to  help  resolve  the  prob- 
lems. Psychiatrists  offer  major  help  to  patients 
who  experience  problems  with  drugs  and  narcot- 
ics due  to  the  major  amount  of  pain  involved  in 
cancer.  Often  a pharmacist  can  help  plan  drug 
therapy  and  coordinate  use  of  multiple  medica- 
tions. The  many  social  problems  that  cancer  pa- 
tients experience  have  already  been  referred  to. 
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but  social  workers  can  be  of  major  benefit  with 
these  problems. 

MANAGEMENT  OF  THE  EMOTIONAL 
ASPECTS  OF  MALIGNANCY 

Reference  has  been  made  to  the  emotional 
problems  associated  with  the  diagnosis  of  cancer. 
Reference  is  also  made  to  the  fact  that  emotional 
problems  can  occur  for  patients,  physicians,  and 
family  members.  Our  program  makes  great  effort 
not  to  overlook  these  situations,  and  we  fre- 
quently ask  for  counseling  help,  psychiatric  con- 
sultation, and  ministerial  counseling,  for  staff  and 
patients.  A great  deal  of  work  has  been  done 
recently  in  the  field  of  holism,  and  Dr.  O.  Carl 
Simonton4  in  Fort  Worth,  Texas  has  a major 
program  underway  using  relaxation  and  visuali- 
zation techniques.  He  has  found  the  greatest 
success  in  his  series  of  patients  with  those  who 
were  the  most  optimistic  and  committed  to  full 
participation.  His  results  show  fewer  distressing 
side  effects  from  radiation  therapy  and  chemo- 
therapy. Studies  of  this  sort  have  led  to  the  de- 
velopment of  a recognized  specialty  in  psycho- 
somatic medicine.  Doctors  now  realize  that  the 
attitudes  of  their  patients  are  just  as  significant  as 
the  symptoms  of  their  disease.  Constructive  at- 
titude planning  is  beneficial  to  patients,  physi- 
cians, and  all  allied  health  care  personnel. 

SUMMARY 

“A  Caring  Oncology  Program  with  unified 
treatment  for  the  total  care  of  the  Cancer  Patient 
and  Family  is  presented  as  a unique  new  con- 
cept. ” The  program  is  described  in  detail  in  order 
to  give  help  to  other  practitioners  as  they  try  to 
set  up  optimal  programs  for  their  own  institu- 
tions or  individual  community  settings.  This  is 


considered  a scientific  endeavor  in  order  to  try  to 
help  physicians  and  personnel  involved  in  the 
care  of  cancer  patients  to  avoid  some  of  the  pit- 
falls  that  can  occur. 

The  team  approach,  involving  doctors,  allied 
health  personnel,  Hospice  staff,  ministers,  ad- 
ministrators, and  home  health  care  is  outlined. 
Case  illustrations  are  given  involving  combined 
protocols  for  treatment.  The  importance  of  dedi- 
cated inpatient  and  outpatient  oncology  units  is 
stressed.  Participation  in  quality  control  pro- 
grams as  outlined  by  the  American  College  of 
Surgeons  is  also  emphasized. 

The  uniqueness  of  the  particular  program  de- 
scribed is  that  of  care  being  given  by  medical 
oncologists  and  radiation  oncologists  who  are 
members  of  the  same  professional  association 
group;  this  was  the  pioneer  group  for  this  type  of 
arrangement  in  South  Carolina.  It  has  been 
found  to  be  a very  workable  arrangement  both 
from  the  standpoint  of  quality  patient  care  and 
from  the  standpoint  of  physician  cooperation.  □ 

ACKNOWLEDGEMENTS 

Special  thanks  to  my  three  associates  for  their  dedicated  work 
in  the  practice  of  Oncology:  Dr.  Robert  E.  Smith,  Jr.,  Dr. 
Bart  J.  Witherspoon,  Jr.,  and  Dr.  William  H.  Babcock;  to 
Mrs.  Dorothy  Hubbard  for  many  hours  of  labor  in  manuscript 
preparation;  and  especially  to  the  Board  of  Trustees  and 
Administration  of  Baptist  Medical  Center  at  Columbia  for 
sponsoring  and  supporting  a “caring”  cancer  program. 

REFERENCES 

1.  Pitts,  Thomas  A.:  Personal  Communications. 

2.  Fletcher,  G.  H.:  The  Evolution  of  the  Basic  Concepts 
Underlying  the  Practice  of  Radiotherapy  from  1949-1973. 
Erskine  Lecture.  Radiology  127:  3-19,  1978. 

3.  Cole,  Warren  H.:  Foreword.  American  College  of  Sur- 
geons Guidelines  for  Cancer  Care  Page  7,  Published  1970. 

4.  Simonton,  D.  Carl:  “Management  of  the  Emotional  As- 
pects of  Malignancy”,  Symposium  of  the  State  of  Florida, 
Department  of  Health  and  Rehabilitation  Service,  June  — 
1974. 


December,  1980 


569 


NOW  OUR  BUSINESS 
IS  AS  GOOD  AS  OUR  PRACTICE 


We're  physicians.  But  we're 
also  business  people.  That's 
why  our  group  practice  has  a 
business  manager. 

It  takes  a lot  of  work  to  man- 
age all  the  business  details  of 
a growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a lot 
easier.  Like  insurance  pro- 
cessing. With  BASMED  we  do 
little  more  than  enter  the  name, 
date,  and  procedure  for  each 
patient.  BASMED  fills  in  the 
rest  from  its  vast  electronic 
files.  It  prints  the  forms  for  the 
right  insurance  companies, 
ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  we  hardly  know 
it's  there. 

But  our  business  manager 
does.  And  our  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  us  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  call  TOLL  FREE: 

1-800-334-7010 

In  NC  call  collect: 

919-851-8512 


Medical  Systems  Division 
Business  Application  Systems 


BASMED 

The  Medical 
Business  System 


business  application  systems,  inc. 


7334  chapel  hill  road 


raleigh,  n.c.  27607 


Our  Investment 
Counselling  Services 
Could  Be  Just  Hhat 
Ihe  Doctor  Ordered. 

it 

* 


When  it  comes  to  investment 
performance,  we’ll  stack  our  record 
up  against  anyone’s. 

For  the  past  three  years,  one  of 
the  nation’s  leading  investment 
reporting  services  has  compared 
our  performance  against  66  of  the 
largest  banks  in  America  — not 
merely  the  largest  banks  in  South 
Carolina  — and  we’ve  outperformed 
62  of  them  * 

But  that’s  not  the  only  reason 


you  need  to  talk  with  us. 

For  example,  we  can  also  handle 
the  entire  administration  of  your 
employee  benefits  and  profit  sharing 
plans,  take  care  of  everything  youll 
ever  need  in  the  way  of  personal 
and  professional  financing,  and 
provide  you  with  the  broadest  pos- 
sible range  of  financial  services. 

In  fact,  consolidating  all  your 
financial  services  under  one  um- 
brella — instead  of  farming  it  out 


bit  by  bit  — might  be  the  most 
prudent  decision  you’ll  ever  make. 

So  call  Charlie  Miller  or  Bob 
Davidson  in  our  Trust  Division 
today  (in  Columbia  call  765-3725, 
and  elsewhere  in  South  Carolina 
call  toll-free  1-800-922-7400). 

And  find  out  how  we  can  take 
care  of  your  practice,  so  you  can 
take  care  of  your  patients. 

South  Carolina  National 


* Source:  “The  Income  Fund  for  Corporate  Employee  Benefit  Plans,”  Frank  Russell  Company,  Inc. 
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THOMAS  A.  ROE  FOUNDATION  ANNOUNCES  $5,000  AWARD 
FOR  SCIENTIFIC  ARTICLES  WRITTEN  RY 
INSTITUTION-RASED  PHYSICIANS 


One  year  ago,  the  Thomas  A.  Roe 
Foundation,  a private  Greenville 
foundation,  announced  a $5,000 
award  for  the  best  scientific  article 
published  in  The  Journal  during  1980 
by  a practicing  South  Carolina  physi- 
cian. This  award  was  conceived  by 
Dr.  William  H.  Hunter,  a member  of 
the  board  of  trustees  of  the  founda- 
tion. 

Since  that  time,  the  number  of 
high-quality  articles  by  practicing 
South  Carolina  physicians  submitted 
to  The  Journal  has  increased.  Al- 
though some  other  state  journals 
have  changed  their  editorial  policies 
in  recent  years  — including,  in  some 
instances,  an  abandonment  of  scien- 
tific articles  — we  see  no  need  to 
change  our  policy  at  the  present 
time. 

Although  The  Journal  was  origi- 
nally conceived  as  a place  for  practic- 
ing physicians  to  publish  their  obser- 
vations, and  continues  to  exist  in  part 
for  this  purpose,  we  acknowledge 
that  The  Journal  is  also  an  appropri- 
ate forum  for  review  articles  by  full- 
time institution-based  physicians. 
We  have  discouraged  submission  of 
highly-specialized  research  articles, 
since  these  are  better  suited  to  refer- 
eed specialty  and  subspecialty  jour- 
nals. 

Recently,  Dr.  Hunter  proposed  to 
the  Roe  Foundation  that  a second 


$5,000  award  be  granted  for  the  best 
contribution  to  The  Journal  by  an 
institution-based  physician.  After 
some  discussion,  it  was  decided  that 
such  contributions  might  best  take 
the  form  of  concise  review  articles 
based  on  original  research  published 
elsewhere. 

It  gives  the  Editorial  Board  great 
pleasure  to  announce  that  the  Roe 
Foundation  has  granted  this  award. 
Criteria  for  the  award  are  sum- 
marized in  the  accompanying  table. 

The  purpose  and  focus  of  state 
medical  journals  such  as  ours  con- 
tinues to  be  a subject  of  some  discus- 
sion and  controversy.  We  feel  that 
the  first  Roe  Foundation  award  has 
greatly  strengthened  the  quality  of 
our  journal  and  has  increased  partici- 
pation by  practicing  physicians  — for 
instance,  all  articles  in  the  current 
issue  were  written  by  practicing 
physicians.  This  second  award  should 
similarly  encourage  submission  of 
appropriate  review  articles  by 
academic,  institution-based  physi- 
cians. 

Such  a balanced  admixture  of  arti- 
cles written  by  both  practicing  and 
institution-based  physicians  can 
make  our  journal  somewhat  unique. 
We  thank  the  Thomas  A.  Roe  Foun- 
dation for  its  generosity  in  making 
these  awards  possible. 

— CSB 
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CRITERIA  FOR  ROE  FOUNDATION  AWARD  FOR  SCIENTIFIC 
CONTRIBUTION S BY  INSTITUTION-BASED  PHYSICIANS  TO  THE 
JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

1.  The  award  shall  be  in  the  amount  of  five  thousand  dollars. 

2.  Eligible  for  the  award  are  physicians,  and  other  health  sciences  investigators  possessing  a 
doctoral  degree,  who  are  considered  to  be  full-time  employees  of  a teaching  institution  or  of  a 
government  agency. 

3.  Application  for  the  award  will  consist  of  submission  of  a manuscript,  based  on  the  author’s 
original  scientific  research,  to  The  Journal  of  the  South  Carolina  Medical  Association.  The 
application  should  be  supported  by  copies  (or  reprints)  of  original  scientific  articles  pub- 
lished elsewhere  in  refereed  scientific  journals  appropriate  to  the  field  of  investigation. 

4.  The  manuscript  should  be,  primarily,  a review  article  based  on  the  author’s  original 
scientific  articles  published  elsewhere.  The  article  should  explain  the  background,  principal 
findings,  and  potential  significance  of  the  author’s  research  on  a specific  topic. 

5.  The  manuscript  should  accord  with  The  Journal’s  “Information  for  Authors  ”,  which  is 
published  in  the  January  issue  of  each  year  and  which  is  also  available  through  the  editorial 
office.  In  brief,  manuscripts  should  be  approximately  2500  words  (8  typewritten  pages, 
double-spaced),  with  carefully  selected  references  (a  notation  that  a more  complete  bibliog- 
raphy is  available  from  the  author  will  be  appropriate  in  many  circumstances),  and  with 
approximately  4 small  illustrations  or  tables',  or  the  equivalent. 

6.  All  manuscripts  will  be  reviewed  according  to  the  usual  editorial  policy  of  The  Journal. 
Authors  should  bear  in  mind  that  the  purpose  of  such  review  manuscripts  should  be  to 
explain  research  findings  to  practicing  physicians. 

7.  In  the  event  of  shared  authorship,  co-authors  will  have  the  right  to  distribute  the  award  — 
if  granted  — among  themselves  as  they  see  fit. 

8.  The  award  will  be  administered  by  the  South  Carolina  Institute  for  Medical  Education 
and  Research. 


LETTERS  TO  THE  EDITOR 

To  the  Editor: 

Early  this  year  I undertook  a study  to  deter- 
mine the  efficacy  of  treating  office  patients  with 
urinary  tract  infections  for  a period  of  five  days  as 
opposed  to  the  usual  two  week  regimen  that  has 
been  advocated  for  many  years. 

A group  of  fifty  patients  were  selected  on  the 
basis  of  complaints  of  dysuria,  frequency  and 
urgency.  Each  patient  had  a routine  urinalysis 
done  in  the  office  and  a urine  culture  done  using 
Smith  Kline  Diagnostic  Isocult  culture  media. 


Twenty-two  patients  were  treated  with  Gan- 
tanol,  five  with  Ampicillin,  three  with  Bactrim, 
and  two  with  Trimpex.  The  remainder  of  the 
patients  were  treated  with  antispasmotics  or  no 
medication  because  they  had  no  significant 
growth  on  their  urine  culture. 

All  patients  were  treated  initially  for  five  days 
and  the  urine  was  then  re-cultured  in  the 
twenty-one  patients  who  returned  for  follow-up. 
In  this  group  there  were  two  cultures  that  had 
significant  growth.  All  others  had  no  growth  or  an 
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insignificant  number  of  colonies.  One  of  the  two 
patients  who  had  persistent  growth  on  culture 
after  five  days  of  treatment  is  a ten  year  old 
female  who  is  paraplegic.  She  has  had  surgical 
insertion  of  her  ureters  into  the  bowel  and  wears 
a colostomy  bag.  The  other  patient  is  a seventy- 
nine  year  old  male  who  had  an  organism  that  was 
resistant  to  Gantanol  that  did  respond  to  Bactrim 
DS. 

Twenty-seven  patients  had  significant  growth 
on  the  initial  culture  and  were  treated  for  five 
days.  Two  patients,  as  indicated  above,  required 
further  treatment  because  of  persistent  growth 
on  repeat  culture.  Five  of  this  group  of  patients 
failed  to  return  for  follow-up  cultures  following 
treatment.  The  remaining  twenty  patients  had 
only  contamination,  insignificant  growth  or  no 
growth  on  their  culture  following  five  days  of 
treatment. 


This  study  extended  over  a nine  month  period 
of  time  and  consisted  of  office  patients  who  are 
seen  on  a regular  basis.  It  is  felt  that  it  is  signifi- 
cant that  none  of  the  fifty  patients  included  in  this 
study  have  been  treated  a second  time  for  a uri- 
nary tract  infection  during  the  entire  time  of  the 
study. 

Based  on  these  findings,  I feel  that  patients 
seen  in  my  office  with  routine  urinary  tract  infec- 
tions can  be  adequately  treated  using  various 
medications  for  a period  no  longer  than  five  days. 


L.  A.  Heavrin,  M.D. 
1708  Skylyn  Drive 
Spartanburg,  S.  C.  29302 

(More  on  page  584) 


RESIDENCY  AND  FELLOWSHIP 
POSITIONS  AVAILABLE 


THE  NAVY  HAS  RESIDENCY  AND  FELLOWSHIP  TRAINING  POSITIONS  IN 
MEDICAL  CENTERS  THROUGHOUT  THE  UNITED  STATES.  SALARIES 
RANGE  FROM  $24,000  TO  $30,000  FOR  RESIDENTS  AND  $40,000  AND  UP 
FOR  FELLOWSHIPS.  BENEFITS  INCLUDE  30  DAYS  ANNUAL  PAID  VACA- 
TION, FREE  MALPRACTICE  INSURANCE,  TRAVEL  AND  MANY  TAX  ADVAN- 
TAGES. SPECIALTIES  AVAILABLE  INCLUDE: 


RESIDENCIES 

ANESTHESIA 
ENT 

FAMILY  PRACTICE 
INTERNAL  MEDICINE 
NEUROSURGERY 
OB/GYN 
PATHOLOGY 
PSYCHIATRY 
RADIOLOGY 
SURGERY 
UROLOGY 
PEDIATRICS 

FOR  MORE  INFORMATION  SEND  CURRICULUM  VITAE  AND  DESIRES  TO: 

NAVY  MEDICAL  PROGRAMS 
P.  O.  Box  2711 
Columbia,  S.  C.  29202 


FELLOWSHIPS 

ADOLESCENT 

ENDOCRINOLOGY/METABOLISIM 
CARDIOLOGY 
PULMONARY  MEDICINE 
GYNECOLOGIC  ONCOLOGY 
HEMATOLOGY/ONCOLOGY 
INFECTIOUS  DISEASE 
HAND  SURGERY 
GASTROENTEROLOGY 
MATERNAL  FETAL  MEDICINE 
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November  4th  started  as  one  of  those  days  that  required  an  extra  Tagamet,  in  the  hope  that  the  extra 
doses  of  that  antacid  with  the  milk  of  magnesia  in  them  wouldn’t  do  anything  more  than  keep  the  acid 
down.  To  say  that  I was  uneasy  would  be  putting  it  mildly.  Elections  always  do  this  to  me,  particularly 
Presidential  elections.  I guess  this  comes  from  living  in  a county  that  goes  five  to  three  Democratic,  even 
if  the  candidate  were  guilty  of  every  crime  in  the  book.  Normally,  I am  apart  of  the  five  to  three  majority, 
but  this  year  my  conservative  feelings  had  me  working  very  hard  for  the  next  President,  Mr.  Reagan. 
Most  everyone  on  Main  Street  was  for  him,  and  hope  always  springs  eternal  — but  when  I went  to  vote 
and  saw  the  large  turnout,  I knew  what  the  results  would  be.  My  county  later  came  in  five  to  three  for  the 
remade  peanut  farmer,  so  the  concern  was  justified.  Since  my  office  ran  a full  workday,  I could  only 
make  a few  calls  to  be  sure  the  ones  voting  “right”  had  gotten  out  and  done  so. 

I took  another  dose  of  antacid  and  went  home  to  hear  the  results,  expecting  the  worse.  Normally,  I 
enjoy  “bull  bat  time”,  but  I wasn’t  so  sure  I would  this  day.  To  my  surprise,  before  I could  even  get  the 
ice  out,  the  TV  networks  were  already  giving  the  election  to  my  man!  I was  doubtful,  but  certainly  was 
more  relaxed.  I then  sat  in  amazement,  like  a woman  addicted  to  the  soaps.  In  fact,  I sat  there  glowing  in 
more  ways  than  one,  until  the  wee  small  hours,  watching  the  tremendous  landslide,  Senator  after 
Senator  going  down  to  defeat,  and  wondering  if  Amy  really  knew  how  to  pick  peanuts.  It  was  quite  a 
night  for  the  conservatives,  and  being  one,  I really  took  it  all  in.  Would  “Carter  Days”  go  down  in  history 
like  “Hoover  Days”?  Was  NHI  really  dead  and  the  new  Senate  the  pallbearers  for  it?  It  was  terrible  to 
get  serious,  but  there  are  serious  issues  still  around.  What  were  to  be  organized  medicine’s  goals  for  the 
next  four  years?  I put  off  thinking  of  these  ’til  later,  but  the  questions  kept  popping  back  up.  I hope 
everyone  will  do  some  thinking  on  these  serious  issues  soon. 

The  objectives  of  our  state  organization  fall  into  the  categories  of  membership  and  patient  health. 
Membership  has  already  been  discussed,  but  the  good  of  our  patients  in  the  next  four,  particularly  the 
next  two  years,  is  still  a concern.  Many  of  our  more  conservative  members  than  I would  disagree,  but  I 
feel  we  still  definitely  have  to  continue  to  fight  the  battle  in  behalf  of  our  patients.  We  must  seek  what  is 
good  and  work  to  stop  or  improve  those  that  are  bad. 

One  large  hole  in  the  present  picture  of  health  insurance  is  the  lack  of  catastrophic  health  coverage  for 
many  of  our  patients.  Those  who  are  medically  indigent  are  made  so  by  a major  illness.  Those  covered  by 
private  plans  should  not  be  included. 

Cost  containment  must  continue.  Physicians’  fees  must  remain  reasonable.  We  must  work  further  to 
help  our  hospitals  stay  in  line,  as  their  budgets  have  generally  soared  this  year.  Medicine  must  remain 
affordable  or,  in  spite  of  the  elections,  the  public  will  cry  for  help  and  all  politicians  will  hear.  Quality 
medicine  at  reasonable  cost  and  available  to  all  will  have  to  be  the  theme  of  the  House  of  Medicine  in  the 
’80s.  There  are  other  problems,  but  I need  materials  for  later  pages,  so  I will  save  some  of  it  for  now. 

The  Holiday  Season  is  upon  us,  and  with  it  generally  comes  a feeling  of  good  will  to  all.  It  seems  a 
shame  this  doesn’t  last  all  year,  but  then  people  like  me  would  have  very  little  to  write  about  if  it  did. 

Mary  Jo  joins  with  me  in  wishing  each  of  you  the  happiest  of  Holidays  and  a wondrous  New  Year.  This 
wish  will  last  all  year. 


Halsted  M.  Stone,  M.D.,  President 
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PROGRAM:  PEDIATRIC  UPDATE  - 1981 

SPONSOR:  Department  of  Pediatrics 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  N.Y. 

LOCATION:  Marbella,  Spain, 
on  the  Costa  del  Sol 

DATES:  February  28  - March  8,  1981 

CREDITS:  20  credits  AMA,  Category  I 
20  credits  LCCME 

FACULTY:  International  faculty  includes: 
Professor  Victor  Dubowitz, 

London,  England 
Professor  John  O.  Forfar, 

Edinburgh,  Scotland 
Professor  Walter  H.  Hitzig, 

Zurich,  Switzerland 
Professor  Ettore  Rossi, 

Bern,  Switzerland 
Professor  R.  Zetterstrom, 

Stockholm,  Sweden 

TUITION:  $185;  $315  MAP 
(full  American  breakfast 
and  dinner) 

INFORMATION:  Continuing  Education 
Coordinator 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  N.Y.  11042 
(212)  470-2114 


To  the  Editor: 

I am  a multiply-handicapped  doctor  interested 
in  contacting  other  handicapped  physicians  in 
order  to  obtain  some  approximation  of  the  size 
and  characteristics  of  this  population  in  the  Unit- 
ed States  and  Canada.  There  is  currently  no  or- 
ganization to  provide  statistical  data  on  the  career 
patterns  of  such  individuals  or  to  what  extent 
various  handicaps  affect  the  physician’s  ability  to 
remain  in  active  practice.  Should  any  physician 
become  handicapped,  such  information  would 
be  of  utmost  value  in  determining  the  feasibility 
of  remaining  in  any  chosen  field  and  would  also 
provide  some  indication  of  the  career  oppor- 
tunities available  to  this  unique  population. 

All  physicians,  active  or  inactive,  with  any  type 
of  physical  handicap  are  asked  to  contact  F. 
Zondlo,  M.D.,  St.  Paul-Ramsey  Medical  Educa- 
tion and  Research  Foundation,  640  Jackson 
Street,  St.  Paul,  Minnesota  55101. 

Frank  C.  Zondlo,  M.D. 

St.  Paul-Ramsey  Medical  Center 

640  Jackson  Street 

Saint  Paul,  Minnesota  55101 
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CVCL4PEN-I4/  (cycbcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications .-  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H . influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P . mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P . mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.  i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.  i.d.  t 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q-  i.d.  f 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.  i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

AA 
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ARE  YOU  A RESPONSIBLE  HOST? 

With  the  month  of  December  upon  us,  and  the  time  for  cocktail  parties  to  be  given  and 
attended,  perhaps  we  should  all  give  some  quiet  thought  on  the  subject  of  how  we  can  better 
handle  the  consumption  of  alcoholic  beverages  in  our  homes.  Following  are  some  excerpts 
from  a booklet  entitled  Drinking  Etiquette  published  by  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism. 

W e are  a drinking  people.  Close  to  100  million  adult  Americans  drink  alcoholic  beverages  at 
least  occasionally,  but  surprisingly,  many  Americans  — about  one  third  of  all  adults  — do  not 
drink  at  all. 

In  this  country  we  have  a mixture  of  social  groups  living  according  to  customs  drawn  from 
around  the  world  as  well  as  customs  that  are  uniquely  American.  So  we  have  many  patterns  of 
drinking  etiquette.  They  agree  on  nearly  every thing  except  how  to  handle  alcoholic  beverages. 
When  it  comes  to  drinking,  we  are  truly  a diverse  society.  No  consensus  exists  when  it  comes  to 
serv  ing  and  consuming  alcohol.  This  confusion  has  helped  to  bring  trouble  to  millions  of 
Americans.  Nearly  ten  million  men  and  women  — one  in  ten  adult  drinkers  — are  identified  as 
problem  drinkers  or  alcoholic  persons. 

When  we  look  at  drinking  customs  from  the  viewpoint  of  host  or  hostess,  it  is  apparent  that 
we  have  special  obligations  to  our  guests.  Before  stocking  the  bar,  the  responsible  host  will 
keep  in  mind  some  basic  facts  about  alcohol.  Regardless  of  the  kind  of  drink,  the  essential 
ingredient  that  is  absorbed  into  the  bloodstream  is  ethyl  alcohol.  The  speed  with  which  the 
alcohol  is  absorbed  determines  how  fast  it  begins  to  affect  the  senses  and  one’s  mood. 

The  responsible  host  should  be  aware  of  how  various  drinks  act  on  different  people.  For 
instance  when  alcohol  is  consumed  as  beer  or  wine,  the  physical  and  psychological  changes 
come  more  slowly  than  when  alcohol  is  taken  as  distilled  spirits.  Diluting  liquor  with  a 
non-alcoholic  mixer  can  help  slow  the  effects  of  alcohol.  Alcohol  diluted  with  water  is  absorbed 
more  slowly  than  when  diluted  with  carbonated  mixers.  The  average  cocktail,  a 4-ounce  glass 
of  wine,  or  a 12-ounce  can  of  beer,  all  have  approximately  the  same  ethyl  alcohol  content. 

True  hospitality  involves  much  more  than  supplying  guests  with  food  and  drink.  Some  hosts 
forget  that  most  people  wTho  ask  for  a light  one,  honestly  don’t  want  a good  stiff  drink.  It  is 
inconsiderate,  not  generous,  to  serve  doubles. 

Be  kind  to  your  guests.  Invite  no  more  than  may  be  seated  somewdiere,  even  on  the  floor. 
Set  specific  hours,  say  five  to  seven  — and  close  the  bar  at  seven.  Introduce  people,  lay  out  a 
nutritious  snack  assortment  that  will  carry  a hungry  guest  until  eight  o’clock  dinner.  Provide 
coasters  that  guest  may  use  to  rest  their  drinks  on  while  relaxing,  moving  about,  and  convers- 
ing without  having  to  hold  the  ever-present  glass. 

And  remember  — at  last  modem  medical  science  has  found  the  perfect,  failproof  100% 
effective  cure  for  the  hangover.  You  guessed  it:  preventive  medicine!  The  only  way  to  cure  a 
hangover  is  before  it  happens. 
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INTRODUCTION  TO  SUPPLEMENT 

CONTROLLING  HYPERTENSION 
IN  RURAL  COMMUNITIES:  A 
CONFERENCE  ON  METHODS 
AND  EXPERIENCES 

The  progress  of  biomedical  science 
and  technology  in  the  20th  century  is  a 
hallmark  of  our  age.  The  exponential 
growth  of  scientific  information  has, 
in  turn,  generated  a challenge  in  commun- 
ication and  in  the  application  of  know- 
ledge. The  effective  dissemination  of  new- 
ly acquired  knowledge  for  use  in  medical 
practice  is  an  example  of  an  area  where 
this  diffusion  process  has  occurred.  The 
purpose  of  the  National  Conference  on  the 
Control  of  Hypertension,  recorded  in 
these  proceedings,  was  to  assist  in  the 
transfer  of  information  on  HBP  detection 
and  control  for  the  particular  benefit 
of  the  segment  of  our  population  which 
resides  in  rural  communities. 

The  strategy  for  planning  the  Con- 
ference was  organized  around  the  concept 
of  bringing  recognized  experts  in  many 
facets  of  hypertension  together  with 
practitioners  who  have  professional  re- 
sponsibilities for  delivery  of  medical 
and  nursing  care  to  patients  with  hyper- 
tension. The  focus  was  designed  to  in- 
clude consideration  of  individuals  and 
groups  subject  to  increased  risks  of  hyper- 
tensive disease,  and  consideration  of  steps 
in  prevention  and  therapy;  and  to  update 
information  on  specific  interventions  ap- 
propriate to  each  of  the  above.  Because 
the  effect  of  the  conference  was  intended 


to  be  practical,  a series  of  presentations 
addressed  questions  of  feasible  sites  for 
and  modes  of  service  as  well  as  those 
practice  management  issues  on  which 
the  ultimate  success  of  technology  trans- 
fer and  application  to  the  community 
level  depends. 

The  desirability  of  a balance  of 
conferees  with  special  knowledge  related 
to  hypertension  management  and  those 
with  experience  as  community  practition- 
ers was  carefully  considered  in  the  planning 
steps.  The  conference  was  consciously 
structured  to  facilitate  active  and  recipro- 
cating involvement  among  all  in  atten- 
dance. Workshops  and  summary  sessions 
as  well  as  formal  and  informal  encounters 
did,  indeed,  generate  mutually  construc- 
tive contributions  from  service  providers 
and  from  invited  faculty.  Finally,  the 
conference  planners  sought  an  environment 
in  which  those  attending  would  be  able 
to  add  the  important  dimension  of  social 
and  recreational  activities  to  enhance 
work  and  play  aspects  of  the  meetings. 
Despite  a tightly -packed  schedule  of  events 
there  was  time  for  the  beach  under  ideal 
weather  conditions.  For  example,  the 
exercise  fans  (mostly  “morning  people”) 
converged  at  the  beachside  (for  Fun  Runs) 
at  7 a.m.  long  before  those  conferees 
emerged  who  indulged  in  the  late  night 
ammenities  of  the  pubs.  With  such  flex- 
ibility the  conference  managed  to  ac- 
commodate the  discrete  bi-modal  pre- 
ferences of  participants. 
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INTRODUCTION  TO  SUPPLEMENT 

CONTROLLING  HYPERTENSION 
IN  RURAL  COMMUNITIES:  A 
CONFERENCE  ON  METHODS 
AND  EXPERIENCES 

The  progress  of  biomedical  science 
and  technology  in  the  20th  century  is  a 
hallmark  of  our  age.  The  exponential 
growth  of  scientific  information  has, 
in  turn,  generated  a challenge  in  commun- 
ication and  in  the  application  of  know- 
ledge. The  effective  dissemination  of  new- 
ly acquired  knowledge  for  use  in  medical 
practice  is  an  example  of  an  area  where 
this  diffusion  process  has  occurred.  The 
purpose  of  the  National  Conference  on  the 
Control  of  Hypertension,  recorded  in 
these  proceedings,  was  to  assist  in  the 
transfer  of  information  on  HBP  detection 
and  control  for  the  particular  benefit 
of  the  segment  of  our  population  which 
resides  in  rural  communities. 

The  strategy  for  planning  the  Con- 
ference was  organized  around  the  concept 
of  bringing  recognized  experts  in  many 
facets  of  hypertension  together  with 
practitioners  who  have  professional  re- 
sponsibilities for  delivery  of  medical 
and  nursing  care  to  patients  with  hyper- 
tension. The  focus  was  designed  to  in- 
clude consideration  of  individuals  and 
groups  subject  to  increased  risks  of  hyper- 
tensive disease,  and  consideration  of  steps 
in  prevention  and  therapy;  and  to  update 
information  on  specific  interventions  ap- 
propriate to  each  of  the  above.  Because 
the  effect  of  the  conference  was  intended 


to  be  practical,  a series  of  presentations 
addressed  questions  of  feasible  sites  for 
and  modes  of  service  as  well  as  those 
practice  management  issues  on  which 
the  ultimate  success  of  technology  trans- 
fer and  application  to  the  community 
level  depends. 

The  desirability  of  a balance  of 
conferees  with  special  knowledge  related 
to  hypertension  management  and  those 
with  experience  as  community  practition- 
ers was  carefully  considered  in  the  planning 
steps.  The  conference  was  consciously 
structured  to  facilitate  active  and  recipro- 
cating involvement  among  all  in  atten- 
dance. Workshops  and  summary  sessions 
as  well  as  formal  and  informal  encounters 
did,  indeed,  generate  mutually  construc- 
tive contributions  from  service  providers 
and  from  invited  faculty.  Finally,  the 
conference  planners  sought  an  environment 
in  which  those  attending  would  be  able 
to  add  the  important  dimension  of  social 
and  recreational  activities  to  enhance 
work  and  play  aspects  of  the  meetings. 
Despite  a tightly -packed  schedule  of  events 
there  was  time  for  the  beach  under  ideal 
weather  conditions.  For  example,  the 
exercise  fans  (mostly  “morning  people”) 
converged  at  the  beachside  (for  Fun  Runs) 
at  7 a.m.  long  before  those  conferees 
emerged  who  indulged  in  the  late  night 
ammenities  of  the  pubs.  With  such  flex- 
ibility the  conference  managed  to  ac- 
commodate the  discrete  bi-modal  pre- 
ferences of  participants. 
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The  papers  that  follow  conform 
creatively  to  the  intention  to  be  responsive 
to  audience  interests.  They  begin  with  the 
reality-tested  content  of  Dr.  McClellan’s 
keynote  address,  “Community  Hyperten- 
sion Control  Program  — the  Rural  Per- 
spective.” The  first  presentation  of  each 
major  segment  of  the  program  then  set 
the  tone  and  direction  for  concurrent 
seminars  and  workshops  which  immediate- 
ly followed.  In  each  seminar  a faculty 
member  presented  prepared  material  from 
his  area  of  expertise  and,  with  the  assis- 
tance of  a program  moderator,  opened 
discussion  among  those  present.  The  small 
size  of  seminar  groups  facilitated  free 
exchange  of  questions  and  comments. 
By  repeating  concurrent  sessions  in  sub- 
sequent time  periods,  conferees  were 
given  the  opportunity  to  select  numerous 
topical  areas  and  attend  presentations 
offered  by  a number  of  different  speak- 
ers. Sessions  on  disciplinary  and  therapy 
related  topics,  such  as  work-up  and  evalua- 
tion, biobehaviorial  approaches  to  treat- 
ment, and  dietary  management,  com- 
prised the  segment  of  the  conference 
utilizing  academic  personnel.  Descriptions 
of  rural  program  demonstrations,  such 
as  blood  presssure  programs  in  industrial 
settings  in  rural  communities,  multidis- 
ciplinary clinical  team  efforts,  health 
education  for  hypertensive  patients,  and 
screening  programs  involving  medical  stu- 
dents, provided  data  drawn  directly  from 
the  experience  of  the  practitioners  who 
devised  and  implemented  these  programs. 

Workshop  sessions  engaged  all  par- 
ticipants in  defined  aspects  of  hypertension 
control  which  cut  across  the  areas  previous- 
ly presented  in  seminars.  This  synthesizing 


*Please  see  listing  on  page  ii  in  this  jour- 
nal. 
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process  culminated  in  the  final  conference 
segment,  which  was  devoted  to  reports 
and  recommendations  from  five  work- 
shops: “Identification  and  Detection,” 

“Therapy  Selection;”  “Therapy  Main- 
tenance;” “Systems  Linkages”  and  “Eco- 
nomic Management.” 

Planning  committee  members*  gen- 
erously invested  their  energies  in  repre- 
senting the  many  cooperating  agencies 
that  contributed  to  the  design,  content 
and  success  of  the  conference.  They 
sought  out  and  enlisted  speakers,  seminar 
moderators*  and  workshop  facilitators* 
to  assist  in  carrying  out  the  strategy  and 
structure  of  the  conference  as  outlined 
above.  Our  indebtedness  to  the  staff 
members  from  the  South  Carolina  Affiliate 
of  the  American  Heart  Association,  the 
Department  of  Health  and  Environmental 
Control,  the  University  of  South  Carolina 
School  of  Medicine,  and  the  Medical 
University  of  South  Carolina  must  be 
acknowledged  as  central  to  the  process  of 
converting  early  ideas  into  plans,  plans  into 
operational  realities  and  ultimately,  the 
record  of  the  conference  into  these  pro- 
ceedings. This  final  step  is  now  the  pivotal 
point  on  which  a positive  evaluation  of  the 
entire  effort  is  dependent.  For  it  was  the 
dissemination  and  incorporation  into  com- 
munity-based practice  of  the  concepts  for 
controlling  hypertension  that  motivated 
the  conference.  It  is  our  hope  that  the 
reader  will  accept  the  role  of  the  thought- 
ful intermediary  who  completes  the  work 
which  the  conference  merely  began. 


Joan  Altekruse,  M.D. 
Conference  Chairman 
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COMMUNITY  HYPERTENSION  CONTROL: 
CHALLENGE  FOR  RURAL  COMMUNITIES 

william  m.  McClellan,  m.d* 


Tonight  I would  like  to  share  with 
you  my  experience  as  a practicing  phy- 
sician involved  in  a community  hyper- 
tension control  program.  My  comments 
are  based  on  our  efforts  to  establish  a 
voluntary,  unfunded  blood  pressure  con- 
trol program  in  a rural  West  Georgia 
community.  We  have  applied  the  lesson 
and  ideas  learned  in  West  Georgia  to 
building  a workable  model  for  the  Amer- 
ican Heart  Association-Georgia  Affiliate 
Community  Hypertension  Control  Pro- 
gram which  is  currently  being  used  in 
several  rural  Georgia  communities.  We 
have  summarized  our  experiences  with 
three  themes:  local  need,  local  resources, 

and  local  leadership,  which  I would  like 
to  develop  this  evening  as  I review  the 
genesis  of  our  Georgia  program.  These 
themes  reflect  the  fact  that  no  single 
plan  or  program  can  fully  meet  the  di- 
versity of  need  in  rural  America.  Each 
of  the  communities  represented  here 
this  evening  combines  unique  circum- 
stances and  needs  that  can  best  be  served 
through  local  planning  and  community 
leadership.  On  the  other  hand,  I have 
found  that  we  in  community  hyperten- 
sion control  share  many  common  ex- 
periences and  ideas  that  are  broadly  ap- 
plicable to  our  common  problems.  The 
goal  of  this  conference  will  be  to  iden- 
tify these  common  ideas  and  experiences 
and  encourage  their  use  throughout  rural 
\merica. 


*lnternist/Nephrologist,  Clarke-Holder  Clinic  and  Direc- 
tor, Section  of  Nephrology,  Department  of  Medicine, 
West  Georgia  Medical  Center,  La  Grange,  Georgia. 
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COMMUNITY  ORIENTATION 

Each  rural  community  has  health 
needs  and  requirements  that  reflect  a 
long  and  continuing  interaction  between 
the  community  and  its  health  system. 
Patterns  of  health  care  delivery,  utili- 
zation, and  hypertension  prevalence  are 
well  established  in  most  communities. 
These  patterns  reflect  a complex  inter- 
action between  economic,  demographic, 
transportation,  government,  health  system 
and  social  factors.  I think  it  is  best  to 
regard  these  determinates  of  local  need 
as  constraints  to  our  attempts  to  estab- 
lish community  hypertension  control  pro- 
grams. We  have  the  greatest  chance  of 
success  if  programs  are  developed  with 
local  health  care  realities  in  mind  as  the 
limits  to  our  program  and  not  its  focus. 
For  this  reason,  although  certain  general 
principles  of  program  development  must 
prevail,  community  health  planners  should 
strive  to  have  the  mix  of  hypertension 
control  activities  which  best  reflect  local 
needs.  These  needs,  in  turn,  are  best 
identified  and  characterized  by  local 
community  leaders. 

The  focus  on  community  need  is 
sharpened  when  we  recognize  our  de- 
pendence on  local  human  and  material 
resources  for  program  development  in 
rural  America.  Federal  and  state  monies 
for  an  extensive  community  hyperten- 
sion control  program  in  America  do  not 
seem  to  be  forthcoming,  if  we  are  to  act 
now  in  rural  America,  we  must  rely  on 
locally  available  resources  to  plan  and 
implement  community  hypertension  con- 
trol.1 Such  reliance,  along  with  the  lim- 
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ited  and  often  overextended  health  care 
and  social  support  systems  that  are  char- 
acteristic of  rural  America,  presents  a 
formidable  task  for  us.  Even  as  we  ad- 
dress these  more  fundamental  problems, 
however,  we  must  view  them  as  constraints 
and  not  barriers  to  problem  solving  in 
community  hypertension  control  and  not 
allow  these  problems  to  deter  us  from 
our  goal.  It  has  been  my  experience  that, 
when  the  problems  of  rural  poverty  and 
inadequate  health  services  are  approached 
in  this  manner,  the  human  and  material 
resources  adequate  to  the  task  are  avail- 
able in  rural  communities.  The  challenge 
to  local  health  leaders  is  to  locate  them 
and  organize  them  into  a program,  often 
voluntary  in  nature,  of  community  hy- 
pertension control. 

Meeting  local  need  with  available 
resources  requires  an  active  involvement 
of  community  leaders  in  program  plan- 
ning and  implementation.  Identification 
of  realistic  goals  and  commitment  of 
local  resources  to  program  use  can  only 
be  accomplished  by  local  leaders.  This 
idea  of  local  leaders  organizing  needs 
is  the  heart  of  community  hypertension 
control  in  rural  America  in  the  1980’s. 

HYPERTENSION  AS  A COMMUNITY 
HEALTH  PROBLEM 

Hypertension  has  been  recognized 
to  be  a major  public  health  problem 
for  some  time.  Data  collected  in  the 
National  Health  Examinations  Survey  dur- 
ing the  early  1960’s  showed  that  nine 
percent  of  white  and  twenty-two  percent 
of  black  adults  met  the  World  Health 
Organization’s  criteria  for  hypertension 
with  a diastolic  blood  pressure  greater 
than  or  equal  to  95mm  Hg.2,3  More 
recent  estimates  of  the  prevalence  of 
hypertension  were  made  by  the  Hyper- 
tension Detection  and  Follow-up  Pro- 
gram (HDFP)  survey  of  fourteen  Amer- 
can  communities.  Included  in  this  sur- 
vey were  two  rural  areas.4  Household 


screening  of  158,906  people,  showed 
the  prevalence  of  high  blood  pressure 
to  be  23.1%  for  black  men,  23.1%  for 
black  women,  13.5%  for  white  men, 
and  8.4%  for  white  women.  On  rescreen- 
ing, approximately  35%  of  the  people 
initially  identified  as  hypertensive  were 
found  to  be  normotensive  with  a dia- 
stolic blood  pressure  of  90mm  Hg  or 
less.  Thus,  20.3%  of  black  men,  16% 
of  black  women,  8.5%  of  white  men, 
and  4.9%  of  white  women  were  hyper- 
tensive on  rescreen  and  candidates  for 
antihypertensive  therapy.  The  actual 
prevalence  of  hypertension  in  the  HDFP 
survey  was  higher  since  7%  of  the  white 
and  12%  of  the  black  population  sur- 
veyed were  reported  to  be  hypertensive 
but  were  on  medication  and  at  goal  dia- 
stolic blood  pressure  of  95mm  Hg  or 
less. 

The  prevalence  of  high  blood  pressure 
in  Georgia,  based  on  extensive  industrial, 
household,  and  casual  screening  by  the 
georgia  Department  of  Human  Resources 
and  the  Georgia  Heart  Association,  is 
similar  to  the  prevalence  reported  nation- 
ally.5 The  prevalence  of  hypertension 
in  Georgia  varies  between  10%  and  60% 
depending  on  the  age,  sex,  and  race  dis- 
tribution of  the  population  surveyed. 
Patterns  of  detection,  number  on  therapy, 
and  those  controlled  also  display  varia- 
tions by  age,  sex,  and  race.  The  group 
most  likely  to  have  undetected  and  un- 
treated hypertension  are  blacks  and  young 
males,  and  particularly  young  black  men. 
Older  women  in  Georgia,  on  the  other 
hand,  display  high  levels  of  detection 
and  control. 

Prevalence  patterns,  however,  define 
only  part  of  the  hypertension  problem. 
Equally  important  is  the  number  of  hy- 
pertensives on  therapy  with  controlled 
blood  pressure.  Data  gathered  in  studies 
in  rural  Georgia,  National  Health  Sur- 
veys, and  HDFP  are  remarkably  simi- 
lar.2'7 Large  numbers  of  aware  hyper- 
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tensives  are  either  not  on  therapy,  or 
on  therapy  but  not  at  goal  blood  pres- 
sure. In  the  early  1960’s,  surveys  in 
Baldwin  County,  Georgia,  showed  that 
only  50%  of  aware  hypertensives  (25% 
of  the  total  hypertensive  population) 
were  on  therapy  and  only  60%  of  these 
treated  hypertensives  (15%  of  the  total 
hypertensive  population)  were  at  goal 
blood  pressure.  Twenty-one  percent 
of  the  National  Health  Examination 
Survey  in  1960-62  and  23%  of  the  HDFP 
survey  in  1973-74  were  aware  of  being 
hypertensive  but  not  on  therapy.  Of 
those  on  therapy,  54.3%  in  1960-62  and 
37.6%  in  1973-74  were  not  at  goal  blood 
pressure. 

This  picture  of  a highly  prevalent 
condition,  which  confers  an  increased 
cardiovascular  and  cerebrovascular  mor- 
bidity and  mortality  that  can  be  reduced 
with  blood  pressure  control,  but  if  ade- 
quately detected  and  treated,  defines 
the  dimensions  of  the  community  health 
problem  in  hypertension.  From  this 
picture  we  can  see  elements  that  must 
be  included  in  a hypertension  control 
program.  We  must  have  detection  of 
unidentified  and  untreated  hypertensives, 
particularly  of  high  risk  groups,  and  newly 
and  previously  detected  hypertensives 
must  receive  adequate  life-long  therapy 
for  their  hypertension. 

LOCAL  ANALYSIS  OF  NEED  IN  WEST 
GEORGIA 

There  were  no  discrete  prevalence  or 
control  statistics  for  hypertension  in  West 
Georgia.  We  had  no  reason  to  believe 
that  our  local  situation  was  different 
from  that  of  the  state,  however.  Our 
initial  analysis  of  need  was  made  on  the 
basis  of  hypertensive  and  stroke  mor- 
tality data  obtained  from  the  Georgia 
Department  of  Human  Resources.6  West 
Georgia  had  excessive  mortality  with 
respect  to  both  state  and  national  rates 
for  both  hypertension  and  stroke.  The 


age  adjusted  rate  of  stroke  deaths  in  West 
Georgia  in  1976  was  171  per  hundred 
thousand,  while  the  state  rate  was  104.2 
and  the  national  rate  was  91.8  per  hun- 
dred thousand.  Based  on  prevalence 
data  for  Georgia  and  excessive  mortality 
rates  from  stroke  for  West  Georgia,  we 
felt  a community  hypertension  control 
program  could  be  justified. 

I have  briefly  reviewed  our  need 
analysis  because  a similar  assessment 
of  local  need,  utilizing  whatever  data 
is  available,  should  preceed  the  develop- 
ment of  a hypertension  program.  Our 
own  analysis  was  not  difficult  or  com- 
plex, but  it  did  allow  us  to  avoid  the 
error  of  establishing  an  unneeded  pro- 
gram. 

THE  COMMUNITY  HEALTH  CARE  SYS- 
TEM IN  HYPERTENSION  CONTROL 

As  noted,  this  prevalence  and  control 
data  defines  the  problems  that  must  be 
addressed  in  an  effective  community 
hypertension  control  program.  Detec- 
tion of  unaware  hypertensives,  with  em- 
phasis on  groups  at  high  risk  for  untreated 
and  undetected  high  blood  pressure, 
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The  organization  of  a community  based  hypertension 
control  program  depends  on  the  mobilization  of  leader- 
ship and  resources  from  both  traditional  and  new 
sources  of  health  care  delivery  in  the  community.  This 
requires  linkage  of  planning  and  implementation  between 
the  public  medicine  and  the  health  care  delivery  sectors. 
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provision  of  access  to  adequate  care  for 
all  hypertensives,  and  reduction  of  therapy 
dropout  are  clearly  required  for  adequate 
community  blood  pressure  control.  The 
diversity  of  expertise  necessary  to  plan 
and  implement  these  program  areas  is 
obvious.  As  we  reflected  on  these  pro- 
gram needs,  we  realized  that  they  were 
best  handled  by  different  elements  of  our 
community  health  care  system. 

We  visualized  available  health  resources 
in  our  community  as  being  divided  into 
health  care  delivery  and  public  medi- 
cine sectors  (Figure  l).8  The  health 
care  delivery  sector  is  concerned  with 
delivery  of  health  services  and  has  the 
patient-provider  interaction  as  the  funda- 
mental element.  This  sector  includes 
private  physicians  and  the  clinics  and 
hospitals  staffed  by  them  in  West  Geor- 
gia. We  felt  that  change  in  this  sector 
would  be  most  likely  accomplished  through 
its  physician  members  and  most  effective 
if  directed  toward  improving  access  to 
care,  therapy,  and  compliance  outcomes. 

The  public  medicine  sector  is  a con- 
cept used  to  describe  those  agencies  and 
organizations  that  are  concerned  with  the 
health  education  and  screening  require- 
ments of  large  groups  of  people.  In  con- 
trast to  the  orientation  of  the  health  care 
delivery  sector  toward  individual  need,  the 
public  sector  is  oriented  to  the  problems 
of  populations.  The  Public  Health  Depart- 
ment, the  public  service  arm  of  the  hos- 
pital, local  voluntary  health  organizations, 
community  government,  and  concerned 
private  individuals  are  all  members  of  the 
public  medicine  sector.  Many  members  of 
this  sector  are  not  considered  part  of  the 
community’s  traditional  health  care  sys- 
tem. They  do,  however,  contribute  greatly 
to  the  development  of  a local  hyperten- 
sion program.  Their  expertise  lies  in  the 
areas  of  organization  and  implementation 
of  community  activities,  of  detection  pro- 
grams, and  in  public  education.  Leader- 
ship in  this  sector,  which  often  requires 


skills  and  interests  not  commonly  found 
among  private  physicians,  frequently  arises 
outside  the  health  care  delivery  sector. 
Waiting  for  public  sector  leadership  to 
arise  from  the  health  care  delivery  sector  is 
often  not  a good  strategy.  Neither  sector, 
however,  adequately  uses  the  communi- 
tiy’s  scarce  resources  and  health  manpower 
without  the  assistance  and  cooperation  of 
the  other.  The  interaction  between  these 
two  sectors,  crucial  to  the  success  of  the 
program,  requires  understanding  of  the  mu- 
tual strengths  and  contributions  of  each 
sector  and  careful  management  by  program 
leaders  of  the  interaction  between  the  two 
sectors. 

SYSTEMS  LINKAGE 

The  voluntary  unfunded  nature  of  our 
program  made  it  particularly  important  to 
recognize  the  leadership  and  resource 
constraints  represented  by  this  organiza- 
tion of  our  community  health  care  sys- 
tem. We  attempted  at  the  onset  to  involve 
leadership  both  from  the  public  and  pri- 
vate medicine  sectors  in  our  analysis  of 
community  need  and  hypertension  pro- 
gram planning.  A general  outline  of  our 
approach  to  this  problem  of  systems  link- 
age will  be  used  to  illustrate  this  crucial 
step  of  planning  in  a community  hyper- 
tension control  program. 

Initially,  we  identified  local  leaders 
who  were  concerned  about  the  problem 
of  hypertension  control  in  our  community. 
In  West  Georgia  these  leaders  included  rep- 
resentatives from  the  communications  me- 
dia, government,  education,  industry,  civic 
groups,  and  public  health.  Many  times  they 
were  approached  because  they  controlled 
access  to  resources  needed  for  the  program 
or  had  organizational  skills  necessary  for 
program  development.  Physicians,  nurses, 
and  hospital  administrators,  as  represen- 
tatives of  the  health  care  delivery  sector, 
were  also  involved  in  the  initial  stages  of 
planning. 

Our  analysis  of  program  need  was  out- 
lined to  these  local  leaders,  often  on  a one- 


Supplement  - September,  1980 


5 


COMMUNITY  HYPERTENSION  CONTROL 


to-one  basis.  They  were  asked  to  formulate 
a plan  for  a hypertension  control  program 
in  West  Georgia,  and  to  set  its  priorities  and 
goals.  These  leaders  then  identified  local 
resources  and  people  that  might  be  used  in 
our  totally  unfunded  program.  The  nature 
of  this  process  made  it  likely  that  our  pro- 
gram would  reflect  our  community’s  needs 
and  aided  our  identification  and  use  of 
available  resources.  The  plan  that  evolved 
had  several  task  areas,  including  activation 
of  the  health  care  system  and  organization 
of  public  sector  activities.  Line  personnel, 
volunteers  who  were  assigned  to  these  spe- 
cific task  areas  and  were  responsible  for 
their  development  and  implementation, 
were  usually  contacted  and  oriented  to  the 
program  by  these  local  leaders. 

ACTIVATION  OF  THE  HEALTH  CARE 
SECTOR 

The  primary  goal  of  the  health  care  de- 
livery sector  is  adequate  high  blood  pres- 
sure care  of  hypertensive  individuals  in  the 
community.  This  goal  subsumes  several 
objectives  for  the  system:  primary  detec- 
tion of  individuals  in  the  system  already, 
access  to  care  and  follow-up  of  newly  de- 
tected hypertensives  identified  in  com- 
munity screening,  and  adequate  therapy  for 
high  blood  pressure.  The  primacy  of  these 
objectives  and  the  necessity  to  activate  the 
health  care  delivery  sector  to  meet  these 
objectives  must  be  recognized  if  a com- 
munity hypertension  control  program  is  to 
succeed  and  to  be  cost  effective.9 

Access  to  health  care  in  medically-un- 
derserved  rural  communities  is  highly 
problematic.1  0 However,  if  we 'are  to  have 
effective  community  hypertension  control 
programs,  we  must  identify  the  available 
resources  in  each  rural  community  and 
adapt  them,  often  in  novel  ways,  to  provide 
access  to  long-term  hypertension  care  for 
rural  residents.  The  poor  and  black,  who 
are  most  likely  to  have  undetected  or  un- 
treated hypertension,  are  usually  the 
groups  who  encounter  access  to  affordable, 

6 


long-term  care  as  a primary  barrier  to  the 
control  of  high  blood  pressure. 

In  West  Georgia  we  adopted  several 
strategies  to  insure  access  to  care  for  hy- 
pertensives in  the  community.  The  pro- 
vate  physicians  were  approached  and  used 
to  accept  referrals  from  our  screening 
sites  for  secondary  screening,  evaluation, 
and  care.  Without  exception,  when  aware 
of  the  program  goals  and  approached  by 
our  community  leaders,  they  agreed.  While 
this  was  adequate  for  people  who  could 
afford  private  care,  our  poor  not  covered 
by  Medicare  and/or  Medicaid  still  had  to 
be  considered.  We  identified  two  additional 
sources  of  care  for  these  individuals:  two 
pre-existing  adult  health  clinics  in  our  city- 
county  hospital  and  in  our  County  Depart- 
ment of  Public  Health.  These  resources 
were  mobilized  to  provide  long-term  care 
and  support  of  our  medically  indigent  hy- 
pertensives.8 (1  1 

Many  communities  won’t  have  these 
latter  resources.  They  will  have  to  iden- 
tify other  existing  sources  of  high  blood 
pressure  care  or  create  new  ones  from 
existing  resources.  Public  health  clinics, 
voluntary  clinics,  and  free  services  of- 
fered by  the  private  health  sector  are 
possible  alternative  sources  of  care.  While 
this  problem  of  access  to  care  is  profound, 
the  current  widespread  coverage  by  various 
forms  of  third  party  payment  12  and  the 
high  rates  of  health  care  utilization  by  ru- 
ral populations  13,  suggest  that  provision 
of  adequate  high  pressure  care  for  a rural 
population  should  not  be  an  insurmount- 
able barrier. 

After  access  to  health  care  has  been 
established  for  all  hypertensives  who  might 
be  identified  or  motivated  to  seek  care  by 
the  community  high  blood  pressure  control 
activities,  some  attempt  must  be  made  to 
promote  adequate  hypertension  care  and 
follow-up  by  the  health  care  systems.  Ex- 
haustive studies  of  the  utility  and  cost 
benefit  of  appropriate  antihypertensive 
therapy  are  available  and  show  that  stan- 
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dard  therapy  is  cost  effective  only  when 
high  levels  of  control  and  follow-up  re- 
tention are  maintained  9 . 

We  used  readily  available  information 
to  formulate  treatment  protocols  for  our 
hypertension  clinics  14'15.  These  proto- 
cols, stated  simply,  define  appropriate 
secondary  screening,  diagnostic  evaluations, 
stepped-cared  drug  therapy  of  high  blood 
pressure,  and  interventions  to  improve 
drug-taking  compliance  and  to  decrease 
nonadherence  to  follow-up.  1 6 Using 
these  ptotocols,  long-term  control  of 
hypertension  should  be  practical  for  the 
majority  of  hypertensives  in  the  com- 
munity. 1 1 

A recent  mail  survey  of  physician  be- 
havior showed  that  most  primary  care 
physicians  who  answered  the  question- 
naire, 67%  of  the  national  sample  group,  re- 
ported a relatively  high  compliance  with 
the  diagnostic  and  treatment  principles  em- 
bodied in  these  concepts.  18  This  would 
suggest  that  adequate  care  is  usually 
Available  for  the  hypertensive  once  he  is 
within  the  health  care  system.  Continuing 
medical  education  programs,  however,  can 
further  promote  adherence  to  these  stan- 
dards of  care  and  should  be  used  in  the 
hypertension  control  program.  Other  ways 
to  encourage  adherence  to  these  practices 
might  include  hospital  audits  and  practice 
audits  made  by  individual  physicians. 

In  our  high  blood  pressure  clinic,  we 
were  able  to  teach  nurses  to  use  these  diag- 
nostic, treatment  and  follow-up  protocols 
with  a high  degree  of  success.1  7 Instead  of 
relying  on  physician  manpower  to  provide 
these  services,  use  of  nursing  services  al- 
ready available  in  the  clinic  allowed  us  to 
amplify  donated  physician  time  in  the  care 
of  our  hypertensives.  We  have  also  en- 
couraged the  use  of  physician-supervised, 
nurse-directed  hypertension  care  protocols 
by  the  private  physicians  in  West  Georgia. 
We  did  this  through  continuing  education 
programs  presented  to  the  county  medical 
society  and  hospital  medical  staff.  To  date 


these  ideas  have  been  well  received  and  im- 
plemented in  some  private  practices  in  our 
community.  In  general,  the  use  of  nurses 
for  interval  high  blood  pressure  care  seems 
to  be  a well-accepted  concept  and  our  ex- 
perience is  that  nurses  can  manage  quite 
successfully  interval  care  of  hypertensive 
patients  in  a variety  of  clinic  and  private 
practice  situations.  In  communities  where 
availability  of  physician  manpower  is  a 
problem,  we  would  encourage  the  intelli- 
gent use  of  nurses  in  the  interval  care  of 
the  hypertensive. 

PROGRAM  IMPLEMENTATION  BY  THE 
PUBLIC  SECTOR 

The  community  aspects  of  a hyperten- 
sion control  program  include  detection, 
education,  and  follow-up.  Planning  and  im- 
plementation of  these  programs  areas  gen- 
erally require  expertise  and  interests  more 
likely  to  be  found  within  the  local  public 
sector,  and  leadership  from  this  sector  for 
direction  of  these  activities  is  strongly  en- 
couraged. 

Detection  is  a particularly  important 
aspect  of  community  high  blood  pressure 
control  efforts.  High  levels  of  undetected 
and  untreated  hypertension  are  found  par- 
ticularly among  the  young,  the  black  and 
the  male  population.  This  high  risk  popu- 
lation should  be  targeted  for  screening  and 
referral  efforts.  Efforts  to  reach  these  tar- 
geted populations  can  include  door-to-door 
screening  in  high  risk  communities  and  in- 
dustrial or  work-site  screening.  Community 
and  industrial  screening  of  this  type  can  be 
done  by  volunteers  and  standard  manuals 
now  exist  describing  techniques  used  in 
such  detection  efforts.19"22 

Screening  can  serve  other  functions  as 
well.  It  can  provide  a means  of  program  ac- 
tivation and  as  an  activity  that  focuses  the 
attention  of  the  public  and  the  health  care 
system  on  the  goals  and  objectives  of  the 
community  control  program.  The  exis- 
tence of  a screening  program  can  also  serve 
as  a focus  for  multimedia  education  pro- 
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grams.  It  is  a forum  for  public  health  edu- 
cation since  high  blood  pressure  health  in- 
formation should  be  dispensed  at  the 
screening  site  to  all  screens.  In  addition  to 
the  targeted  community  screening  and  in- 
dustrial screening  noted  above,  casual 
screening  at  high  population  flow  points 
can  accomplish  many  of  these  screening 
objectives. 

The  key  to  successful  screening  pro- 
grams is,  as  noted,  to  have  an  available 
source  of  care  to  which  to  refer  newly  de- 
tected or  untreated  hypertensives.  Follow- 
up of  newly  detected  hypertensives  with 
secondary  screening  and  postcards  or 
phone  calls  to  confirm  compliance  with 
these  referral  recommendations  is  impor- 
tant. It  has  been  our  experience  that  85- 
95%  of  referred  hypertensives  report 
compliance  with  screening  recommenda- 
tions.20 Once  the  hypertensive  enters  the 
health  care  system,  the  primary  respon- 
sibility for  follow-up  falls  to  the  patient 
and  the  provider.  However,  in  view  of  high 
rate  of  drop-out  from  therapy  in  hyper- 
tensives, particularly  during  the  first  year, 
a community  hypertension  registry  might 
be  considered.  Record  has  had  consider- 
able success  in  Maine  with  voluntary  regis- 
try. 23 

Community  hypertension  education 
activities,  like  detection  activities,  have 
multiple  functions.  Promoting  increased  in- 
dividual awareness  about  high  blood  pres- 
sure, fostering  community  and  leadership 
awareness  of  program  activities,  and  pre- 
ventive health  education  in  schools  are  all 
educational  goals  of  the  hypertension  con- 
trol program.24 

A multimedia  educational  approach, 
using  the  communications  media  available 
in  the  community  and  prepared  material 
available  from  a variety  of  sources  can 
acheive  broad  exposure  in  a rural  com- 
munity. When  these  messages  are  high- 
lighted by  local  high  blood  pressure  activ- 
ities in  conjunction  with  National  High 
Blood  Pressure  Month,  considerable  com- 
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munity  awareness  can  be  acheived.2  5 We 
have  found  high  receptivity  by  leaders  in 
the  local  media  to  these  educational  ac- 
tivities. Further,  local  educators  have 
enthusiastically  adopted  for  school  use  the 
preventive  high  blood  pressure  educational 
curriculum  available  from  the  Georgia 
Heart  Association.2  6 

THE  ROLE  OF  REGIONAL  AND  STATE 
VOLUNTARY  HEALTH  AGENCIES 

Leaders  of  community  high  blood  pres- 
sure control  programs  must  realize  the  need 
for  program  continuity.  A sustained  ef- 
fort is  necessary  if  long-term  communitv 
hypertension  control  is  to  be  acheived.6 
Over  time  transition  to  new  leadership  and 
the  need  for  program  reevaluation  and 
change  may  be  best  accomplished  within 
the  context  of  a formal  organization.  Af- 
filiation with  regional  and  state  voluntary 
health  agencies  such  as  the  Heart  Associ- 
ation or  the  Kidney  Foundation  can  often 
provide  the  organizational  structure  neces- 
sary to  maintain  program  continuity  and 
leadership  renewal.  Further,  association 
with  these  types  of  agencies  can  create  ac- 
cess to  planning  guides,  educational  ma- 
terials and  program  resources  that  might  be 
difficult  to  develop  locally. 

Affiliation  of  community  programs 
with  voluntary  health  agencies,  however, 
can  create  additional  problems  of  systems 
linkage  between  the  local  level  and  the 
state  association.  These  linkage  problems 
should  be  recognized  and  weighed  against 
the  advantages  of  affiliation.  Whatever  the 
decision,  program  focus  and  direction 
should  remain  at  the  local  level. 

PROGRAM  EVALUATION 

A community  hypertension  control 
program  that  has  been  well  conceived  will 
have  evaluation  measures  inherent  in  its 
plan.  A way  of  assessing  program  effec- 
tiveness, whether  in  terms  of  percentage  of 
population  screened,  number  referred,  or 
educational  programs  given,  should  be 
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available  for  review.  Although  the  ultimate 
program  goal  is  reduction  of  excessive 
cardiovascular  morbidity  and  mortality  in 
the  community,  this  is  difficult  to  evaluate 
and  often  beyond  the  resources  of  a local 
voluntary  program  to  measure.  However, 
in  communities  like  Savannah,  Georgia, 
where  similar  community  programs  have 
been  implemented,  evaluation  has  shown 
a positive  impact  on  morbidity  and  mor- 
tality. We  must  assume  that  similar  effects 
will  follow  from  similar  community  high 
blood  pressure  program  efforts  in  other 
rural  areas  and  include  our  goals  of  detec- 
tion in  high  risk  populations,  ready  access 
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STATE  OF  THE  ART  IN 

HIGH  BLOOD  PRESSURE  CONTROL 


W.  McFATE  SMITH,  M.D.,  M.P.H  * 

Looking  back  over  both  the  remote  re- 
cent history  of  high  blood  pressure  control 
is  both  sobering  and  gratifying.  In  the  first 
place  the  concept  of  benefiting  from  a 
lowering  of  blood  pressure  is  relatively  new 
to  medicine. Many  of  today’s  practicing 
physicians  received  their  medical  education 
at  a time  when  a nihilistic  view  of  this  mat- 
ter prevailed.  The  higher  pressure  was  con- 
sidered necessary  (essential. ..hence  the 
name  for  the  disorder)  in  order  to  provide 
perfusion  to  vital  organs  through  sclerotic 
and  narrowed  vessels.  Prior  to  the  1950’s 
(pre-pharamacologic,  if  you  like),  treat- 
ment was  largely  limited  to  management  of 
the  complications.  This  view  had  a perva- 
sive and  abiding  influence  on  physicians 
long  after  data  began  to  accumulate  on  the 
benefits  of  lowering  pressure. 

The  1950’s  are  remembered  for  the 
availability  of  ganglionic  blocking  agents, 
hydralazine,  lumbodorsal  sympathectomies 
and  the  introduction  of  diuretics.  Patients 
with  the  nearly  uniformly  fatal  malignant 
or  very  severe  hypertension  had  their  lives 
extended  dramatically  by  therapy  which 
lowered  blood  pressure.  During  this  period 
and  the  early  1960’s  we  also  became  more 
aware  of  the  natural  history  of  untreated 
hypertension  of  the  less  severe  categories, 
the  long,  silent  phase  without  symptoms, 
but  with  the  rising  risk  of  complications, 
like  a time  bomb  ticking  silently  away. 
Hypertension  was  beginning  to  be  identi- 
fied as  a major  cause  of  death  and  illness  in 
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University  of  California  School  of  Medicine,  San  Fran- 
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the  United  States. 

Surveys  in  the  early  1960’s  including 
the  National  Health  Examination  Survey  as 
well  as  those  in  Baldwin  County,  Georgia; 
Alameda  County,  California;  and  the 
Chicago  area,  uniformly  revealed  a low 
level  of  awareness  of  the  condition,  with 
many  of  the  aware  being  either  untreated 
or  poorly  controlled. 

During  the  late  sixties  the  Veterans 
Administration  demonstrated  a substantial 
reduction  in  morbidity  and  mortality  in 
adequately  treated  patients  who  had  only 
moderate  elevations  of  pressure.  Nonethe- 
less in  the  early  seventies  national  and  com- 
munity surveys  indicated  no  change  had 
occurred  in  either  public  awareness  or  in 
medical  attitudes  and  practice. 

Thus  it  was  that  when  we  entered  the 
seventies  hypertension  was  a major  cause 
of  death  and  illness  in  the  United  States 
despite  strong  evidence  that  drug  therapy 
could  prevent  much  of  its  morbidity. 
Most  Americans  with  high  blood  pressure 
were  not  under  satisfactory  treatment. 
Many  had  not  been  identified,  and  of 
those  who  had,  many  were  either  untreated 
or  inadequately  treated. 

This  wide-spread  failure  to  bring  to 
patients  the  known  benefits  of  treatment 
was  in  part  the  result  of  inadequate  recog- 
nition by  both  patients  and  health  pro- 
fessions of  the  basic  facts  of  high  blood 
pressure  and  its  consequences:  the  natural 
history  of  the  disease  and  how  this  is 
altered  by  prolonged  therapy;  the  tech- 
niques of  drug  therapy  including  ways  of 
maintaining  patient  compliance  in  the  face 
of  common  side  effects;  and  the  usefulness 
of  allied  health  personnel  in  making  ther- 
apy better  and  more  efficient.  It  was  al- 
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so  in  part  the  results  of  insufficient  treat- 
ment resources  in  some  areas  and  for  some 
patient  groups. 

In  May  of  1972,  Elliot  Richardson, 
then  Secretary  of  HEW,  convened  a group 
of  experts  to  meet  with  Dr.  Theodore 
Cooper,  Director  of  the  National  Heart  and 
Lung  Institute,  to  examine  the  problem  of 
hypertension  and  to  recommend  action 
that  should  be  taken  at  the  Federal  level. 
These  experts  reviewed  all  of  the  available 
information  concerning  prevalence,  risk 
and  potential  benefit  from  therapy  already 
referred  to.  In  view  of  the  high  prevalence 
of  the  condition,  the  awesome  morbidity 
and  mortality  associated  with  its  presence, 
the  more  favorable  outlook  for  people  un- 
der effective  therapy  and  the  deplorable 
fact  that  only  about  15  percent  of  hyper- 
tensives were  under  good  control,  they 
recommend  that:  1)  current  research  ef- 

forts into  etiology  and  improved  treatment 
should  be  continued  and  expanded;  and  2) 
most  importantly,  there  should  be  a major 
effort  to  expand  the  national  education 
program  for  both  the  medical  profession 
and  the  public. 

In  keeping  with  the  latter  recommen- 
dation the  Hypertension  Information  and 
Education  Advisory  Committee  was  ap- 
pointed by  the  Secretary  and  an  Inter- 
agency Working  Group  was  appointed 
from  the  National  Institutes  of  Health, 
the  Health  Services  and  Mental  Health  Ad- 
ministration, the  Food  and  Drug  Adminis- 
tration, the  Veterans  Administration,  and 
the  Department  of  Defense. 

Together  these  groups  formed  four 
task  forces  whose  reports  have  formed 
the  cornerstone  of  blood  pressure  con- 
trol efforts  during  the  past  five  years : 

Task  Force  I developed  guidelines  for 
the  screening,  referral  and  treatment  of 
hypertension  including  the  highly  success- 
ful empiric  approach  known  as  stepped- 
care; 

Task  Force  II  developed  recommenda- 
tions for  educating  professionals  about  high 
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blood  pressure; 

Task  Force  III  developed  recommenda- 
tions for  a public  education  program;  and 

Task  Force  IV  assessed  the  ability  of 
the  health  care  system  to  deliver  and  pro- 
vide the  necessary  resources  to  control  high 
blood  pressure  and  recommended  strategies 
for  the  implementation  of  control  activi- 
ties. 

In  April  of  1973  a high  blood  pressure 
information  center  was  established  at  the 
National  Institutes  of  Health  to  serve  as  a 
focal  point  for  the  collection  and  dissemin- 
ation of  public  and  professional  informa- 
tion about  high  blood  pressure.  Clearly  hy- 
pertension was  a disease  whose  time  had 
come!  The  Intersociety  Commission  on 
Heart  Disease  Resources  issued  reports  re- 
viewing the  status  of  our  knowledge  at 
that  time  and  provided  recommendations 
for  strategies  for  dealing  with  this  national 
public  health  problem. 

Regional  Medical  Programs  turned  a sig- 
nificant share  of  its  resources  to  the  devel- 
opment of  community  control  program 
activities.  This  effort  was  largely  influenced 
by  activities  of  the  Southeastern  Region 
under  the  leadership  of  Gordon  Barrow, 
Joe  Wilber  and  others  well  known  to 
many  of  you. 

Also  at  this  time,  two  large  clinical 
trials,  national  in  scope,  supported  by  the 
NHLBI,  were  initiated  for  the  purposes 
of  evaluating  whether  the  results  from 
small  clinical  trials,  like  the  Veterans  Ad- 
ministration, were  applicable  on  a national 
scale  in  a broad  community  setting,  and 
whether  or  not  risk  factor  management,  in- 
cluding that  of  hypertension,  could  reduce 
the  risk  of  coronary  heart  disease. 

Let  me  just  stop  and  summarize  the  im- 
portant conclusions  reached  by  the  Ad- 
visory Council  and  its  Task  Forces.  First  of 
all  they  identified  gross  information  gaps 
in  both  the  professional  and  public  sectors. 
These  gaps  included:  minimal  aware- 

ness of  the  risks  of  high  blood  pressure,  its 
nature,  including  contributing  factors; 
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lack  of  early  symptoms;  ease  of  diag- 
nosis; benefits  of  therapy;  and  the  usual 
need  for  lifelong  treatment.  By  no  means 
was  this  gap  concentrated  in  the  public, 
though  to  be  sure,  certain  facets  were. 
Appreciation  of  the  associated  risks  and  the 
benefits  of  effective  therapy,  to  say  no- 
thing of  the  skills  in  carrying  it  out,  were 
sadly  deficient  throughout  much  of  the 
medical  community.  Finally  they  con- 
cluded that  most  of  the  necessary  resources 
for  dealing  with  the  problem  were  already 
existent  in  the  community,  merely  needing 
to  be  organized  and  focused  on  this  specific 
problem. 

To  this  end  they  made  the  following 
recommendations: 

(1)  that  a national  blood  pressure 
education  program,  located  within 
the  National  Heart  & Lung  Insti- 
tute, be  established  for  the  pur- 
poses of  coordinating  the  effort 
with  the  private  and  voluntary 
sectors  as  well  as  governmental 
agencies; 

(2)  that  a modest  grant-in-aid  pro- 
gram be  initiated  for  the  develop- 
ment of  experimental  programs  in 
patient  education,  public  educa- 
tion, professional  education  and, 
model  community  control  program 
activities;  and 

(3)  that  the  use  of  available  funds, 
both  governmental  and  non-govern- 
mental, be  encouraged  and  facili- 
tated for  demonstration  projects  in 
communities  and  states  having  to 
do  with  detection,  diagnosis,  out- 
reach and  follow-up  as  well  as 
organizing  community  resources  at 
the  local  level. 

For  many  of  us  who  had  toiled  fruit- 
lessly in  the  vineyards  of  hypertension  for 
many  years,  all  of  this  attention  our  disease 
was  receiving  was  overdue  and  gratifying. 
There  were  also  anxious  moments  and  per- 
iods of  agonizing  review  of  strategies  and 


timing.  For  example,  the  two  major  clini- 
cal trials  already  referred  to,  HDFP  & 
MRFIT,  were  both  using  the  community 
standards  of  care  as  the  control.  A suc- 
cessful public  and  professional  education 
program  could  obscure  or  minimize  the 
differences  expected  and  jeopardize  the 
results,  which  were  of  critical  importance 
and  being  obtained  at  great  expense.  It 
was  as  though  HEW  were  moving  ahead 
before  the  crucial  answers  were  available 
to  justify  it. 

After  this  period  of  agony  the  leader- 
ship of  the  trials  (myself  included)  erron- 
eously reassured  itself  there  was  no  need 
for  concern.  Health  education  had  never 
been  successful  before  - why  should  then 
be  any  different? 

Well,  as  you  know  hypertension  was 
not  only  “a  disease  whose  time  had  come” 
(and  the  1970’s  may  well  be  looked  back 
on  as  the  “decade  of  hypertension”)  but 
it  came  at  a time  when  the  American  pub- 
lic was  ready  to  be  turned  on  and  was 
responsive. 

The  National  High  Blood  Pressure 
Education  Program,  directly  and  indirectly 
through  the  activities  of  the  many  partici- 
pant organizations  which  support  it,  moun- 
ted education  and  information  activities 
on  a national  scale,  including  TV  and  radio 
clips,  films,  brochures  and  consultation  and 
support  for  community  organization  ef- 
forts. They  have  been  a force  in  support  of 
conferences  such  as  this  one  and  The 
National  High  Blood  Pressure  Control  an- 
nual conference.  Many  national  periodi- 
cals have  published  feature  articles  or 
editions  devoted  to  the  subject  of  hyper- 
tension. Pharmaceutical  companies,  prof- 
fessional  associations  and  academic  insti- 
tutions, either  jointly  or  individually,  have 
committed  more  resources  and  effort  in 
continuing  education  activities  for  phy- 
sicians on  this  topic  then  ever  before. 

What  has  happened  during  the  seven 
years  since  the  initiation  of  the  High  Blood 
Pressure  Education  Program  as  the  spear- 
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head  of  a national  program  for  high  blood 
pressure  control?  There  are  definite  signs  of 
progress.  First  of  all,  the  public  is  develop- 
ing a more  accurate  understanding  of  high 
blood  pressure;  patients  are  learning  the 
importance  of  effective  treatment  of  the 
problem  and  to  some  extent  are  accepting 
some  responsibility  for  this  themselves;  and 
health  professionals  have  accepted  a simple 
but  logical  approach  for  management  of 
the  disease.  Finally,  and  most  significantly, 
the  progress  made  in  controlling  high  blood 
pressure  appears  to  be  contributing  to  dra- 
matic declines  in  death  rates  from  cardio- 
vascular disease. 

CHANGES  IN  CARDIOVASCULAR  MOR- 
BIDITY 

While  national  cardiovascular  disease 
mortality  has  been  on  a downward  trend 
since  1950,  over  one  third  of  the  total  de- 
cline has  occurred  since  1972.  Moreover, 
from  1972  through  1977,  age  adjusted 
death  rates  for  hypertension  related  cardio- 
vascular diseases,  mainly  hypertension, 
stroke  and  coronary  heart  disease,  declined 
by  20  percent.  This  compares  most  favor- 
ably with  only  a nine  percent  decline  for 
cardiovascular  diseases  not  related  to  high 
blood  pressure.  Additionally,  mortality 
rates  from  hypertension,  stroke  and  coron- 
ary heart  disease,  are  declining  faster  in 
younger  age  groups  than  in  older  ones, 
suggesting  an  overall  improvement  in  pre- 
vention of  early  and  premature  death.  Con- 
trol of  high  blood  pressure  is  certainly  one 
of  the  important  factors  contributing  to 
this  decline.  Others  to  be  mentioned  in- 
clude a significant  per  capita  reduction  in 
comsumption  of  fatty  foods,  cholesterol 
and  tobacco. 

One  measure  of  the  results  of  the  hy- 
pertension control  effort  is  the  number  of 
visits  to  physicians  for  treatment  of  the  dis- 
ease. This  number  increased  nearly  21  per- 
cent from  1971  to  1978  while  visits  for  all 
other  causes  decreased  14  percent  during 
the  same  period. 
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CHANGES  IN  PUBLIC  KNOWLEDGE  OF 
HIGH  BLOOD  PRESSURE 

Early  in  the  public  education  program 
effort,  a number  of  misconceptions  which 
the  public  held  regarding  high  blood  pres- 
sure were  identified.  More  recent  surveys 
indicate  that  the  prevalence  of  these  mis- 
conceptions has  dropped  dramatically.  The 
most  significant  change  revealed  by  the 
1978  Gallop  Survey  is  an  increased  public 
awareness  that  high  blood  pressure  is  a- 
symptomatic.  While  this  was  a nearly  50 
percent  increase  it  is  still  disconcerting 
that  half  of  those  surveyed  still  believe 
reliable  symptoms  exist.  This  point  is  not 
trivial  because  the  expectation  of  symp- 
toms may  contribute  to  lack  of  adherence. 
Between  1973  and  1978  the  misconcep- 
tion that  dizziness  was  a common  symptom 
of  hypertension  also  fell  by  nearly  one  half. 

REPORTED  TREATMENT  PRACTICES 
OF  PHYSICIANS 

Guidelines  for  the  detection,  evalua- 
tion and  treatment  of  hypertension  were 
developed  by  Task  Force  I of  the  original 
Information  and  Education  Advisory  Com- 
mittee and  were  subsequently  revised  un- 
der the  auspices  of  the  National  High  Blood 
Pressure  Education  Program  by  the  joint 
National  Committee  including  representa- 
tives from  the  major  professional  associa- 
tions. Whereas  there  had  been  no  general 
agreement  by  physicians  on  the  most  effec- 
tive treatment  methods  prior  to  the  devel- 
opment of  these  guidelines,  in  a survey  con- 
ducted by  the  Food  and  Drug  Administra- 
tion in  1977,  designed  to  assess  physician’s 
knowledge,  attitudes  and  reported  prac- 
tices regarding  hypertension,  it  was  found 
that  physician’s  practice  in  general  concur 
with  the  national  treatment  recommen- 
dations in  the  areas  of  screening,  blood 
pressure  confirmation  and  management 
goals. 

LEGISLATIVE  PROGRAMS 

Turning  now  to  the  legislative  scene,  it 
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should  be  noted  that  as  a result  of  the 
growing  interest  in  the  hypertension  prob- 
lem and  the  recognized  opportunity  for 
preventive  activities,  in  1976,  under  314d 
Section  of  Formula  Grants  to  States, 
$7, 000, 000  was  appropriated  for  hyperten- 
sion control  activities.  This  was  subse- 
quently increased  to  $12,000,000  and  in 
July  of  this  year  the  house  and  senate  con- 
ferees’ agreed  on  a figure  of  $20,000,000 
for  hypertension  project  grants  for  fiscal 
year  1980  as  provided  for  in  the  1979 
Legislative  Section  317a.  This  is  an  in- 
crease of  $8,000,000  over  the  fiscal  1979 
level.  The  committee  report  acknowledged 
the  impressive  progress  which  has  been 
made  and  declared  it  imperative  that  the 
momentum  of  the  program  continue. 

High  blood  pressure  control  programs 
exist  in  most  states  today  and  nearly  all 
major  cities.  There  are  now  over  2,100 
state,  local  and  voluntary  organizations 
maintaining  high  blood  pressure  screening 
and  detection  programs.  The  $20,000,000 
provided  by  the  Congress  must  be  looked 
upon  as  seed  money  since,  as  noted  in  the 
Task  Force  IV  Report,  the  majority  of  the 
resources  are  already  in  the  community 
and  the  experience  has  been  that  the 
Federal  government  contributes  only  one 
third  of  all  the  funding  used  in  the  various 
high  blood  pressure  control  projects. 

So  much  for  the  gratifying  part  of  the 
review  of  recent  and  remote  high  blood 
pressure  control  activities.  Success  to  date 
in  controlling  hypertension  is  encouraging. 
It  seems  we  have  been  doing  something 
right.  It  may  in  fact  be  the  most  success- 
ful health  education  program  ever  launched 
in  this  country.  But  what  of  the  challenges 
of  the  eighties? 

Perhaps  the  most  serious  challenge 
will  be  to  avoid  complacency.  Continued 


progress  will  depend  upon  sustaining 
the  current  levels  of  interest  and  activi- 
ty while  at  the  same  time  expanding 
into  new  and  perhaps  more  resistant 
areas  to  hypertension  control. 

Keeping  the  hypertensive  patient  on 
therapy  remains  a major  problem  and  will 
continue  to  be  a principal  target  of  high 
blood  pressure  control  programs. 

Consumer,  patient  and  professional 
education  activities  must  continue  to  stress 
the  importance  of  remaining  on  treat- 
ment and  must  focus  evermore  on  the 
knowledge,  skills  and  attitudes  required  to 
do  so.  This  will  become  increasingly 
challenging  as  efforts  at  lifestyle  changes 
are  incorporated  into  the  management 
programs. 

To  raise  the  percentage  of  hyperten- 
sive persons  who  are  well  controlled  un- 
der therapy  will  require  that  we  find  and 
reach  the  “unreached.”  This  implies 
moving  high  blood  pressure  control  ser- 
vices into  readily  accessible  and  organized 
settings  such  as  the  workplace,  as  well  as 
into  less  organized  settings  such  as  our 
medically  underserved  urban  areas  and 
rural  communities.  This  conference  it- 
self signifies  recognition  and  intent  to 
address  this  important  target  area. 

In  addressing  this  multifaceted  pro- 
blem and  the  many  differences  between 
the  rural  and  urban  setting,  let  us  remem- 
ber that  when  the  informed  patient  and 
the  skilled  health  professional  meet,  con- 
trolled blood  pressure  is  a likely  outcome. 
The  challenge  in  rural  communities  is  to 
create  the  circumstances  that  will  per- 
mit this  to  happen.  That  is,  to  bring  about 
therapeutic  encounters  between  the  health 
professional  and  the  informed  and  acti- 
vated patient. 
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WHEN  THE  STUDENT  IS  READY,  THE 
TEACHER  WILL  COME:  A PERSPECTIVE 
ON  HEALTH  EDUCATION 

SANDRA  L.  OWEN,  R.N  * 


THE  RURAL  CONDITION 

With  the  turn  of  the  century,  the 
United  States  began  a large  scale  shift 
from  an  agricultural  economy  to  an  in- 
dustrial world  that  changed  the  country’s 
rural  character.1  0 

Today,  increased  population  has  caused 
a major  shift  from  urban-suburban  areas 
back  to  rural.  Along  with  this  shift,  rural 
areas  are  also  attracting  an  increase  in 
tourism  and  industry.1  0 

Residents  of  rural  areas  are  discovering 
that  health  status  and  accessibility  of 
services  are  poor  due  to:  (1)  physician 
shortage  and/or  maldistribution;  (2)  less 
available  comprehensive  health  services; 
(3)  greater  numbers  of  families  living  be- 
low poverty  level  and  thus  poorer  health 
status;  and  (4)  geographic  and  social  iso- 
lation.1 0 

HEALING  COMMUNITY 

The  challenge  lies  in  the  pulling  to- 
gether of  local  resources  and  manpower  to 
creat  independent,  self  sustaining  capa- 
bility. Such  a community  mobilization,  I 
term  a healing  community : one  which  de- 
velops an  appreciation  for  self  worth; 
provides  relevant  health  knowledge; 
teaches  applicable  health  skills;  and  joins 
hands  in  sharing  these  skills  with  others. 
It  capitalizes  on  the  rural  quality  of  sense 
of  community  or  neighborliness. 


‘Schools  Program  Coordinator  and  Hypertension  Pro- 
gram Coordinator,  American  Heart  Association,  Georgia 
Affiliate,  Atlanta,  Georgia. 
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Such  local  resource  mobilization  is 
cited  in  the  Mayo  Clinic  community  pro- 
ject where  it  was  found  that,  in  the  rural 
setting  of  these  communities  and  over  a 
relatively  short  term,  a community  screen- 
ing and  referral  effort  for  hypertension 
with  public  education  alone,  accomplished 
a level  of  blood  pressure  control  equiva- 
lent to  that  found  in  communities  where 
ongoing  physician  education  subsidized 
with  hypertension  clinics  existed.1  1 

Could  this  healing  community  possibly 
be  nurtured  within  the  school  classroom, 
from  which  it  could  reach  out  and  join 
with  existing  health  resources  to  provide 
improved  community  health?  Yes,  the 
classroom  can  become  the  healing  com- 
munity if  it  goes  beyond  knowledge  and 
understanding  to  application  within  the 
context  of  daily  living. 

THE  3 R’s  and  HBP 

Identifying  high  blood  pressure  as  a 
major  health  problem  in  Georgia  and 
realizing  the  potential  within  the  com- 
munity educational  structure,  the  Georgia 
Affiliate  of  the  American  Heart  Associa- 
tion developed  the  3 R’s  and  HBP,  a 
heart  health  curriculum  centered  on  the 
hypothesis  that  fifth  and  sixth  graders 
could  be  taught  practical  information  re- 
lating to  high  blood  pressure.  They  could 
then  serve  as  conduits  for  the  health  edu- 
cation of  their  families  and  peers  and  help 
effect  the  control  of  blood  pressure  within 
their  community. 
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The  curriculum  is  designed,  to: 

1.  Motivate  teachers  to  provide  re- 
inforcement to  positive  health 
choices  made  by  their  students, 
to  teach  them  the  importance 
of  blood  pressure  control,  and 
to  serve  as  a positive  health 
model  for  their  students; 

2.  Provide  the  student  practical 
health  information  specificallv 
related  to  high  blood  pressure 
which  can  be  applied  to  stu- 
dent-life skills,  provide  small 
group  and  individual  activities 
to  allow  interaction  of  know- 
ledge with  environment  and 
experience;  and 

3.  Provide  a health  skill  (taking  a 
blood  pressure  measurement} 
done  in  the  home  to  stimulate 
parent/child  dialogue  initiating 
a transfer  of  health  information 
from  the  child  to  the  parent. 

The  end  result  is  a knowledgeable  child 
who  is  able  to  impact  on  the  prevalence  of 
high  blood  pressure  through  positive  fam- 
ily reinforcement  of  compliance  of  their 
parent  in  blood  pressure  control  and 
main  taine  nee. 

Initial  programming  verified  the  fact 
that  there  was  a level  of  poorer  health  in 
the  rural  areas  which  seemed  to  be  cor- 
related to  poverty  and  poor  body  image.  It 
became  clear  that  the  provision  of  addition- 
al provider  services  would  not  be  a pan- 
acea. Along  with  health  sendees,  a health 
education  program  addressing  “wellness 
behavior'  and  instilling  a sense  of  self 
identity  (worth'  and  health  responsibil- 
ity also  was  needed. 

SENSE  OF  READINESS 

In  his  article,  “The  Wellness  Process”, 
John  Bruhn  states  that  health  is  a continual 
process  that  can  evolve  into  wellness  and 
that  health  is  the  essential  value  from 
which  all  other  values  can  be  understood.2 
He  states  that  man’s  view  of  his  capacity 


to  cope,  survive  and  grow  are  critical  fac- 
tors in  his  maturing.  Health  skills,  there- 
fore, must  be  appropriate  to  the  child’s 
congnitive  and  social  level.  Appropriate 
timing  is  critical  for  the  child:  “When  the 
student  is  ready  the  teacher  will  come.” 

This  is  not  a passive  process,  but  one  in 
which  the  teacher  encourages  the  student 
to  think,  to  experiment,  to  question,  and 
to  communicate.  The  child  is  encouraged 
to  act  upon  his  environment. 

The  3 R’s  and  HBP  accomplishes  this 
through  the  linkage  of  cognition  with  af- 
fective experience  .application).  Inherent 
is  a respect  for  the  individuality  of  each 
child  as  he  interacts  with  his  environment 
(iamily  and  peers)  to  make  his  health 
choices. 

Knowing  that  the  child’s  thinking  must 
be  challenged  through  participation  and 
that  interaction  with  others  facilitates 
the  clarification  of  one’s  own  ideas,  the 
3 R’s  and  HBP  promotes  small  group 
interaction  and  family  dialogue. 

Learning  by  exploration  or  active  in- 
volvement is  always  preferable  to  learning 
by  rote.  Learning  for  understanding  is 
superior  to  learning  for  memory.7 

The  importance  of  group  interaction 
among  peers  is  that  certain  types  of  know- 
ledge are  difficult  for  an  adult  to  trans- 
fer to  a child.  The  best  understanding 
comes  from  common  experience. 

During  the  initial  development  of  the 
3 R’s  and  HBP  the  following  “readiness” 
characteristics  were  considered  for  the 
preadolescent: 

1.  Developing  self  concept  (verv 
interested  in  body  image); 

2.  Learning  attitudes  of  coopera- 
tion with  others; 

3.  Learning  self  regulation  of  basic 
needs;  and 

4.  Learning  risk  taking  and  its  con- 
sequences. 

It  was  felt  that  a curriculum  related  to 
heart  health  education  and  provided  to 
the  10-11  year  old  would  be  well  received. 
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The  Georgia  Affiliate  realized  that  an  in- 
creased awareness  in  the  child  and  sub- 
sequently in  his  parents  could  promote  a 
change  of  behavior  towards  blood  pressure 
control.  In  fact,  a three  year  retrospective 
study  of  participating  schools  demon- 
strated an  8%  decrease  in  recorded  blood 
pressure  elevations  of  parents  reached  by 
these  children. 

REINFORCEMENT  AND  RESPONSI- 
BILITY 

Health  choices  related  to  blood  pres- 
sure control  (diet,  weight,  exercise,  smo- 
king) are  considered  on  a life  cycle  ap- 
proach, consequences  of  choice  throughout 
life.  The  child  is  challenged  to  accept  his 
responsibility  of  shaping  the  direction 
of  his  life  through  positive  health  choices. 
As  these  choices  are  made,  either  by 
parent  or  child,  positive  reinforcement  is 
given  by  a significant  “other”  (child  or 
teacher/peer). 

The  family  is  identified  as  an  impor- 
tant part  of  this  health  education.  Parents 
are  role  models.  What  is  being  developed 
within  the  family  is  not  simply  certain 
specific  forms  of  health  behavior,  but  a 
more  complex  behavioral  pattern  consis- 
ting of  active  efforts  to  deal  with  life,  in- 
cluding health  within  the  family  context.1 
Health  education  is  a family  affair,  if  you 
aim  your  message  at  the  level  of  the  child’s 
head,  you  will  surly  penetrate  his  parents’ 
hearts. 

Within  the  rural  areas,  it  is  easy  for 
health  educators  to  attribute  shortcomings 
in  health  related  behavior  to  poverty, 
ignorance,  indifference,  or  to  an  incorrect 
value  system.6 

CURRICULUM  DESIGN 

In  developing  the  3 R’s  and  HBP,  the 
Georgia  Affiliate  was  cognizant  of  the  re- 
lationship of  knowledge,  beliefs,  and  per- 
ceptions to  participation  in  health  pro- 
grams. Therefore,  the  standard  curriculum 
is  open  ended  allowing  for  local  adapta- 
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tion  by  teachers.  Teacher  training  work- 
shops are  conducted  geographically  by 
regions,  again  allowing  for  curriculum  ad- 
aptations to  particular  audiences. 

Three  days  of  the  curriculum  deal  with 
the  circulatory  system,  high  blood  pressure, 
and  coronary  risk  factors.  Students  help  to 
prepare  the  learning  environment  around 
these  themes,  interact  in  small  groups, 
view  several  visual  aids,  and  conduct 
field  studies  at  school  and  at  home.  Two 
days  of  the  curriculum  provide  for  stu- 
dent skill  practice  (blood  pressure  tech- 
nique). Perfection  is  not  the  goal  of  this* 
practice  time.  It  is  more  an  opportunity 
to  play  and  investigate  the  application  of 
the  cognitive  information  to  the  skill. 
Blood  pressure  equipment  is  issued  to  all 
students  independent  of  their  skill  as- 
sessment. The  purpose  of  the  home  prac- 
ticum  is  to  stimulate  dialogue  between  the 
parent  and  child  and  to  offer  the  parent 
an  opportunity  to  support  the  practice  of 
this  new  skill.  Emphasis  is  put  on  the  fact 
that  this  is  not  a community  blood  pressure 
screening  program  but  an  educational  ex- 
ercise to  be  shared  by  the  family.  After 
completing  the  unit,  the  child  is  stimu- 
lated to  be  a change  agent  of  the  “healing 
community”;  to  share  this  knowledge  and 
skill  with  his  family  and  peers;  and  thus 
help  to  join  with  local  resources  in  com- 
bating the  “silent  killer”  (high  blood  pres- 
sure). 

ROLE  OF  THE  VOLUNTARY  HEALTH 
AGENCY 

It  was  discovered  that  such  dialogue 
within  the  family  helped  to  initiate  critical 
evaluation  within  the  community  related 
to  attitudes,  expectations,  and  demands 
in  regard  to  community  blood  pressure 
services.  Local  leadership  was  ignited; 
communities  became  involved;  providers 
and  consumers  joined  in  a community 
wide  action.  The  Heart  Association  , as  a 
voluntary  health  agency,  was  able  to 
extend  itself  to  link  together  health  edu- 
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cation  and  community  health  services. 
Local  heart  units  in  these  areas  soon 
created  local  high  blood  pressure  com- 
mittees and  in  areas  where  no  heart  units 
existed,  local  leadership  came  together 
and  organized. 

Voluntary  health  agencies  continue 
to  be  a source  of  innovation,  commitment, 
and  advocacy.  They  have  their  roots  in 
community  life.  Their  knowledge  and  es- 
perience,  their  organizing  skills,  and  their 
stability  in  local  areas  all  work  together 
with  public  agencies  to  foster  and  enhance 
health  at  the  community  level.4 

Assessing  the  level  of  readiness  within 
both  the  educational  and  provider  ser- 
vices was  critical  to  the  success  and  contin- 
uation of  the  program.  Communities  had 
to  be  able  to  perceive  high  blood  pres- 
sure as  a problem,  to  view  the  process  of 
blood  pressure  control  as  possible,  and  to 
receive  the  social  approval  of  the  com- 
munity group.  Though  the  curriculum  was 
present,  its  maximum  community  impact 
could  be  experienced  only  at  the  point 
that  the  audiences  were  “ready”  (teach- 
er/ student/parent) . 

IMPACT  OF  THE  PROGRAM 

Lawrence  Green,  in  his  article  “De- 
termining Impact  and  Effectiveness  of 
Health  Education”  states  that  those  pro- 
grams which  provide  for  social  support  in 
the  home  environment  are  most  effec- 
tive.6 He  states  that  health  education 
should  not  work  in  isolation  of  medical 
services  and  should  provide  for  com- 
munity involvement. 

The  3 R’s  and  HBP  has  grown  from  six 
initial  pilot  schools  in  1973  to  over  120 
participating  Georgia  counties  out  of  a pos- 
sible 157  serviced  by  the  Georgia  Affil- 
iate. Hundreds  of  thousands  of  fifth  and 
sixth  graders  have  received  instruction 
from  over  700  trained  teachers  during  the 
past  six  years.  Approximately  29  other 
states  are  implementing  the  program  in 
local  communities  throughout  the  United 


States.  Within  Georgia,  local  community 
action  addressing  blood  pressure  control 
is  increasing.  This  was  particularly  noted 
during  the  evaluation  of  High  Blood 
Pressure  month  activities.  In  1979,  an  in- 
crease of  80%  was  recorded  in  the  number 
of  participating  counties  within  designa- 
ted heart  districts.  Approximately  85% 
of  Georgia  can  be  classified  as  rural  by 
geographic  and/or  population  criteria. 
Thus,  this  unique  heart  health  education 
program  is  igniting  even  the  “underserved” 
areas,  pulling  together  existing  local  re- 
sources and  manpower  into  the  creation 
of  a healing  community. 

In  Eastman,  Georgia,  at  Eastman  Ele- 
mentary School,  a community -wide  impact 
was  experienced  with  the  implementation 
of  the  3 R’s  and  HBP.  Local  LPN  students 
from  the  community  vocational  technical 
school  were  enlisted  to  instruct  the  stu- 
dents in  the  blood  pressure  technique  and 
provided  “one  on  one”  reinforcement  in 
the  classroom  during  the  practice  sessions. 
A poster  contest  was  held  where  all  parti- 
cipating students  created  visual  expressions 
of  their  educational  experience  (3  R’s  and 
HBPJ.  The  winning  posters  were  selected 
by  community  leaders  and  placed  in  store 
fronts  for  one  week.  During  this  week,  hos- 
pital employees  provided  free  blood  pres- 
sure measurements  at  the  stores  exhibiting 
the  winning  posters.  It  was  a unique  ex- 
pression of  community  health  awareness 
where  prior  such  activity  was  not  encoun- 
tered. 

Another  school  in  Dodge  County, 
Bozeman  Elementary  (and  further  out  in 
the  country),  conducted  the  program  with 
just  teacher  support.  At  the  end  of  the 
unit,  students  created  plays,  poetry,  and 
stories  which  expressed  their  new  know- 
ledge related  to  blood  pressure  control. 
Winning  projects  were  displayed  in  the 
library  for  peer  review  and  recognition. 
The  teacher  noted  that  in  this  under- 
served area,  through  this  curriculum,  three 
children  were  identified  with  elevated 
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blood  pressure  and  were  referred  to  exi- 
sting health  resources  and  are  now  under 
treatment. 

It  was  told  that  one  child  in  this  class 
identified  an  elevated  blood  pressure  in 
her  father  who  really  looked  upon  the 
home  practicum  as  a game.  Not  really 
trusting  his  child’s  accuracy,  he  wasn’t 
threatened  to  go  to  his  physician’s  of- 
fice for  the  recheck  thinking  that  every- 
thing would  be  normal.  Yet,  upon  re- 
screen by  the  physician,  it  was  discovered 
that  the  child  was  correct  in  the  initial 
measurement  and  that  the  father  did  in- 
deed have  a blood  pressure  problem. 
Here  was  a father  who  more  readily  pro- 
tected his  health  for  the  benefit  of  a loved 
one  than  he  would  for  himself  alone.  The 
child  was  able  to  influence  him  to  seek 
medical  care  where  in  the  past  he  had  de- 
nied it. 

In  Plains,  Georgia,  the  3 R’s  and  HBP 
is  being  sponsored  and  supported  by  a pri- 
mary health  care  center.  A nurse  practi- 
tioner has  devoted  her  time  to  provide 
support  to  the  teacher  during  the  unit 
implementation,  again  joining  health  edu- 
cation with  health  service.  In  many  other 
communities,  similar  support  is  provided 
schools  by  local  health  department  nur- 
sing staffs,  major  providers  of  health 
appraisal  in  the  rural  areas. 

Cartersville,  Georgia  implemented  the 
3 R’s  and  HBP  with  high  school  students 
during  May  of  last  year.  The  teacher 
describes  a “fantastic  response”  from  stu- 
dents and  parents  alike.  She  noted  that 
parents  stopped  her  on  the  street  to  com- 
ment on  the  program’s  impact  within 
their  family.  This  school  was  supported 
by  its  local  health  department  which 
agreed  to  do  the  secondary  blood  pres- 
sure screening  for  those  identified  with 
elevated  readings. 

One  black  child  from  this  school  is 
quoted  as  saying,  “if  I had  enough  money, 
I would  buy  my  mom  a blood  pressure 
kit  for  Mother’s  Day,  since  high  blood 
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pressure  is  more  of  a problem  for  us 
(Blacks).” 

From  the  experience  of  the  Georgia 
Affiliate  and  the  3R’s  and  HBP,  com- 
munities can  be  ignited  to  become  healing 
communities  thus  breaking  some  of  the 
barriers  experienced  in  rural  areas.  Ac- 
ceptance and  continuation  of  such  ac- 
tivation depends  on  the  community’s 
readiness,  its  self  identity,  its  neighbor- 
liness or  sense  of  community,  and  its 
perceptions  of  health  and  wellness. 

One  is  continually  reminded  that 
“God  don’t  make  no  junk!”  We  are  all 
worth  life  itself.  Decisions  towards 
“wellness  behavior”  come  in  the  loving; 
what  better  love  is  there  than  a child 
for  a parent?  Yes,  a little  child  shall  lead 
them  into  the  healing  community. 
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DIETARY  MANAGEMENT  OF  THE 
PATIENT  WITH  HYPERTENSION 

JOYCE  D.  MARGIE,  M.S  * 


Recently  the  importance  of  the  rela- 
tionship between  diet  and  hypertension 
was  highlighted  in  a statement  by  the 
National  High  Blood  Pressure  Education 
Program  Coordinating  Committee  on  the 
role  of  dietary  management  in  hyperten- 
sion control.1  Evidence  is  accumulating 
that  dietary  control  of  certain  nutrients, 
specifically  sodium  and  calories,  is  indeed 
effective,  either  alone  or  in  combination 
with  drug  therapy,  in  controlling  hyper- 
tension in  many  individuals.  As  the  know- 
ledge of  these  findings  spreads,  nutrition 
has  begun  to  play  an  increasingly  key  role 
in  the  medical  management  of  the  hyper- 
tensive patient. 

Yet,  the  association  between  nutri- 
tion and  blood  pressure  has  long  been 
recognized.  Adults  who  are  significantly 
overweight  commonly  have  higher  blood 
pressure,  particularly  with  advancing  age. 
A high  sodium  intake  both  in  laboratory 
animals  and  in  man  has  been  associated 
with  a greater  prevalence  of  high  blood 
pressure.  In  the  absence  of  obesity,  people 
in  uncultured  societies  accustomed  to  diet 
low  in  sodium  content  rarely  have  elevated 
blood  pressures.  Indeed,  in  such  societies 
the  blood  pressure  and  body  weight  may 
actually  decrease  with  age.2'7 

Furthermore,  the  control  of  dietary 
intake  in  the  management  of  high  blood 
pressure  is  not  without  precedent.  During 
the  1940’s,  studies  by  Kempner  and 
others  demonstrated  the  effectiveness  of 
rigid  diet  control,  particularly  the  reduc- 
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tion  of  dietary  sodium,  in  the  manage- 
ment of  hypertensive  individuals  who  had 
heart  or  kidney  disease  or  both.8  Un- 
fortunately, the  combination  of  the 
rigidity  of  the  “rice  diet”  and  the  then 
generally  held  opinion  that  modest  control 
of  dietary  sodium  was  ineffective  in  the 
management  of  hypertension  resulted  in 
the  erroneous  perception  that  such  mea- 
sures were  futile.  As  a result,  relatively 
few  physicians  took  a nutritional  approach 
to  the  management  of  high  blood  pressure. 
The  advent  of  oral  diuretic  anti-hyperten- 
sive therapy  late  in  the  1950’s  was  con- 
sidered by  many  physicians  to  be  the  long 
sought  answer  to  the  management  of 
chronic  essential  hypertension.  And,  as 
effective  pharmacologic  agents  were  devel- 
oped, nutritional  therapy  was  considered 
by  many  to  be  unnecessary.  Despite  the 
impressive  results  of  anti-hypertensive 
agents  in  lowering  blood  pressure,  these 
agents  are  not  uniformly  effective  and  re- 
cent studies  have  brought  about  a renewed 
interest  in  the  role  of  diet  in  hypertension 
control. 

Contemporary  interest  has  been  fo- 
cused on  body  weight  and  sodium  intake. 
Control  of  these  nutritional  factors  has 
been  shown  to  increase  the  effectiveness  of 
antihypertensive  agents  and  in  some  in- 
dividuals to  control  blood  pressure  without 
the  addition  of  drugs.  In  it’s  statement  on 
the  role  of  diet  in  the  control  of  hyperten- 
sion, the  National  High  Blood  Pressure 
Education  Program  Coordinating  Commit- 
tee urged  physicians  to  consider  dietary 
measures  as  a first  step  in  the  management 
of  selected  patients  with  high  blood  pres- 
sure. The  Committee  also  recommended 
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further  study  into  the  area  of  nutrition  in 
hypertension.  Recommendations  of  the 
Committee  are  outlined  in  Tables  1 and  2. 

The  mechanisms  by  which  weight  con- 
trol and  sodium  intake  influence  blood 
pressure  are  not  entirely  clear.  Studies  in 
primitive  tribes,  have  shown  that  these 
people  do  not  develop  the  same  degree  of 
hypertension  seen  in  civilized  societies. 
Yet,  when  these  primitive  individuals  move 
to  the  city  and  acquire  civilized  habits,  in- 
cluding a high  sodium  and  caloric  intake, 
susceptible  individuals  develop  hyperten- 
sion just  as  their  more  civilized  city  cousins 
do. 


Table  1 

Recommendations  for  Weight  Reduction—  NHBPEP 

Coordinating  Committee 

1.  Weight  reduction  should  be  routinely  considered 
in  the  treatment  of  overweight  borderline  hyper- 
tension, both  for  its  potential  in  lowering  blood 
pressure  and  for  its  general  health  benefits. 

2.  Practitioners  should  encourage  weight  reduction 
for  the  obese  hypertensive  patient  and,  if  blood 
pressure  is  reduced  to  and  maintained  at  normal 
levels,  it  should  be  used  as  definitive  therapy. 

3.  For  overweight  patients  who  experience  signif- 
icant side  effects  from  drugs,  weight  reduction 
should  be  considered  as  adjunctive  therapy  to 
help  reduce  drug  dosages. 

4.  Persons  with  a family  history  of  hypertension 
should  avoid  excessive  weight  gain  and  reduce  if 
overweight. 

5.  Prevention  or  control  of  obesity  in  the  young 
should  be  regarded  as  having  positive  health 
benefits  and  as  a possible  preventive  step  for 
hypertension. 

6.  Practitioners  should  recommend  a gradual  weight 
loss  over  time.  Drastic  weight  loss  and  fad  dieting 
should  be  discouraged.  Practitioners  recommend- 
ing weight  reduction  should  seek  to  identify  a 
regimen  that  incorporates  realistic  goals  for  each 
overweight  hypertensive.  Practitioners  should 
ensure  that  adequate  dietary  information  is  pro- 
vided. 

7.  Research  into  the  mechanisms  relating  body  weight 
and  hypertension  should  be  pursued. 

8.  Efforts  should  be  continued  and  expanded  to  im- 
prove patient  education  in  nutrition,  to  improve 
dietary  counseling  for  weight  reduction,  and  to 
improve  motivational  techniques  for  adherence 
to  diet  therapy. 

A CAVEAT:  The  goal  of  weight  reduction  in 

hypertension  therapy  is  to  lower  blood  pressure 
to  normal  or  near  normal  levels.  If  reduced  caloric 
intake  does  not  achieve  this  goal,  or  if  the  patient 
does  not  lose  weight,  adequate  drug  therapy 
should  be  used. 
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Over  the  years,  there  has  been  substan- 
tial evidence  to  indicate  that  overweight 
individuals  tend  to  have  a higher  blood 
pressure  than  normal  weight  individuals. 
An  Evans  County,  Georgia  study  showed  a 
clear  association  between  a gain  in  weight 
and  the  development  of  hypertension. 
Over  an  entire  eight  year  period,  a gain  in 
weight  doubled  the  risk  of  an  individual’s 
developing  hypertension.  The  relative  risk 
of  hypertension  in  the  study  was  eight 
times  greater  in  those  individuals  who  were 
both  overweight  at  the  onset  of  the  study 
and  who  also  gained  weight  during  the  6- 
year  study  period.  Conversely,  the  Evans 
County  study  showed  that  the  rate  of  re- 
mission of  the  hypertensive  blood  pres- 
sure to  the  normal  range  was  twice  as 
great  for  subjects  losing  4.5  kilograms  or 
more  over  six  years  than  for  those  gaining 


T able  2 

Recommendations  for  Sodium  Intake  — NHBPEP 

Coordinating  Committee 

1.  Moderate  sodium  restriction  should  be  routinely 
considered  as  a possible  element  in  the  treatment 
of  all  hypertensives. 

2.  Practitioners  should  encourage  sodium  restriction 
and,  if  blood  pressure  is  reduced  to  and  maintained 
at  normal  levels,  it  should  be  used  as  definitive 
therapy. 

3.  For  patients  who  experience  significant  side  effects 
from  drugs,  sodium  restriction  should  be  considered 
as  adjunctive  therapy  to  help  reduce  drug  dosages 
or  increase  drug  efficacy. 

4.  Persons  with  a family  history  of  hypertension  should 
be  encouraged  to  restrict  sodium  intake. 

5.  Practitioners  recommending  sodium  restriction 

should  indicate  specific  diets  appropriate  to  each 
patient's  condition  and  lifestyle  and  should  ensure 
that  the  diet  is  explained  satisfactorily. 

6.  Labeling  of  sodium  content  in  foods  should  be 
encouraged  and  the  development  of  labeling  regula- 
tions should  be  supported. 

7.  Research  on  the  role  of  sodium  in  the  etiology  and 
treatment  of  hypertension  should  be  pursued. 

8.  Efforts  should  be  continued  and  expanded  to  im- 
prove patient  education  in  dietary  sodium  intake 
and  to  improve  motivational  techniques  for  long- 
term adherence  to  diet  therapy. 

A CAVEAT:  The  goal  of  sodium  restriction  to 

hypertension  therapy  is  to  lower  blood  pressure 
to  normal  or  near  normal  levels.  If  sodium  re- 
striction does  not  achieve  this  goal,  adequate  drug 
therapy  should  be  used. 
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4.5  kilogr  ams  or  more  over  the  same  time 
interval. 

The  Framingham  data  also  indicate 
that  a progressively  greater  degree  of  obe- 
sity is  associated  with  progressively  higher 
levels  of  blood  pressure  and  hypertensive 
cardiovascular  disease.10  Figure  1,  based 
on  the  Framingham  data,  illustrates  the 
changes  in  systolic  blood  pressure  level 
to  the  changes  in  relative  weight. 


Figure  1.  Changes  in  systolic  blood  pressure  level  with 
changes  in  relative  weight* 

•Framingham  Data 


Recent  studies  have  demonstrated 
weight  loss  alone  can  bring  about  a fall 
in  blood  pressure.  Other  studies  have 
shown  that  in  certain  individuals  mod- 
erate control  of  sodium  intake  can  be 
quite  effective  in  lowering  blood  pres- 
sure. The  combination  of  sodium  and 
caloric  control  in  the  obese  patient  should 
be  a first  step  in  treatment.  In  many 
cases,  it  may  be  the  only  treatment  neces- 
sary for  the  obese  patient  with  mild  hy- 
pertension. 

SODIUM  CONTROL 

Because  of  the  interdependent  vari- 
ables influencing  blood  pressure  such 
as  cardiac  output,  peripheral  resistance, 
plasma  volume,  and  extra-cellular  fluid, 


identification  of  the  exact  role  that  sodi- 
um plays  in  blood  pressure  regulation 
is  difficult.  However,  the  data  that  would 
support  control  of  dietary  sodium  intake 
in  the  hypertensive  patient  are  quite 
convincing.  Kempner’s  rice  diet  demon- 
strates clearly  that  a decrease  in  sodium 
intake  decreases  blood  pressure.  The 
association  between  high  blood  pressure 
and  sodium  intake  in  laboratory  animals 
and  in  man  has  been  reported.1  1 A re- 
cent study  reported  by  the  Louisiana 
High  Blood  Pressure  Control  Program 
reaffirmed  the  correlation  between  so- 
dium intake  and  hypertension.1  2 Long- 
term studies  carried  out  at  the  Mayo 
Clinic  have  demonstrated  that  a large 
percentage  of  patients  with  mild  to  mod- 
erate hypertension  can  have  their  hy- 
pertension controlled  by  diet  alone.  Fur- 
thermore, these  studies  demonstrated  that 
the  antihypertensive  effect  of  most  med- 
ications can  be  enhanced  when  combined 
with  sodium  intake  control  of  approxi- 
mately 75  milliequivalents  per  day.  (See 
Table  3.)  The  importance  of  controlling 
obesity  in  the  hypertensive  patient  was 
also  reaffirmed,  since  weight  reduction 
to  ideal  body  weight  was  an  integral 
part  in  the  nutritional  program  of  all 
patients  in  these  studies.1  3 

It  has  been  suggested  that  moderate 
salt  restriction  permits  diuretics  and  beta 
blockers  and  other  antihypertensive  drugs 
to  work  more  effectively  in  lowering 
blood  pressure.14  An  unbridled  sodium 
intake  can  override  the  effective  diuretic 
and  the  combination  of  a moderate  level 
of  sodium  control  with  a fixed  dosage  of 
diuretic  will  give  a better  antihyperten- 
sive effect  than  will  the  diuretic  alone.15 
Therefore,  it  is  recommended  that  to 
reduce  side  effects,  lower  the  drug  cost 
to  the  patient,  and  improve  the  effec- 
tiveness of  prescribed  drugs,  drugs  used 
in  the  treatment  of  hypertension  should 
be  combined  with  a moderate  sodium  in- 
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take  of  60  to  90  milliequivalents  of  so- 
dium. 

OTHER  NUTRITIONAL 
CONSIDERATIONS 

The  children  of  the  hypertensive 
patient  are  considered  to  be  at  an  in- 
creased risk  of  developing  hypertension. 
The  Senate  Select  Committee  on  Nu- 
trition and  Human  Needs  recommends 
lowering  sodium  intake  for  all  Ameri- 
cans to  5 grams  of  sodium  chloride  per 
day.1 6 It  is  important  that  those  in- 
dividuals considered  to  be  at  increased 
risk  of  developing  hypertension,  control 
all  variables  that  are  felt  to  contribute 
to  the  development  of  an  elevated  blood 
pressure:  specifically,  weight  control  and 
intake  of  sodium,  cholesterol,  and  sat- 
urated fat.  The  latter  two  nutrients  are 
controlled  because  of  the  increased  risk 
of  the  person  with  hypertension  for  coro- 
nary heart  disease  and  stroke.  Since  hy- 
pertension is  perhaps  the  most  potent 
risk  factor  for  coronary  heart  disease, 
it  is  important  for  the  health  professionals 
to  adopt  a multiple-risk  intervention 


approach  to  susceptible  individuals.  There- 
fore, all  nutritional  programs  for  the  hy- 
pertensive patient  should  incorporate  con- 
trol of  those  nutrients  which  have  been 
shown  to  contribute  to  hypercholesterol- 
emia. 

GOALS  OF  NUTRITIONAL  THERAPY 

There  are  four  goals  of  nutritional 
therapy  in  the  control  of  high  blood 
pressure: 

1.  Make  sodium  and  caloric  dietary 
control  an  intergral  part  of  the 
total  treatment  program  for  the 
patient  with  hypertension; 

2.  Lower  or  obviate  the  dose 
of  drugs  used  in  the  treatment 
of  hypertension  by  controlling 
sodium  and  caloric  intake; 

3.  Increase  the  antihypertensive 
effect  of  drugs  when  they  are 
used  by  combining  them  with 
a lower  sodium  intake;  and 

4.  Involve  the  entire  family  in 
a change  of  lifestyle  that  includes 
control  of  dietary  sodium  intake 
and  weight  maintenance,  so  that 


T able  3 


ESSENTIAL  HYPERTENSION 
Results  from  Treatment  Protocols 


T reatment 

Decrease  in  diastolic  blood  pressure  (mm  Hg)  with 
24  hour  urine  sodium 

Nutritional 

75  mEq 
Sodium 
16.1 

75-149  mEq 
Sodium 
5.3 

s^150  mEq 
Sodium 
1.7 

Nutritional  and 
diuretic 

23.4 

9.7 

4.8 

Nutritional  and 
vasodilator 

18.7 

6.2 

2.9 

Nutritional  and 
propranolol 

25.8 

13.7 

10.1 

Nutritional,  diuretic 
and  vasodilator 

24.7 

15.1 

9.8 

Nutritional,  diuretic 
and  propranolol 

28.4 

18.6 

13.1 

Nutritional,  propranolol 
and  vasodilator 

29.6 

15.2 

10.9 

Nutritional,  diuretic 
and  sympatholytic 

18.4- 

16.3 
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the  possible  incidence  of  hyper- 
tension to  susceptible  family  mem- 
bers is  reduced. 

MOTIVATION  AND  EDUCATION  OF 
PATIENTS 

if  the  dietary  program  is  to  be  suc- 
cessful, the  paitent  must  be  properly 
motivated.  This  is  most  effectively  done 
through  education.  The  patient  who 
understands  his  disease  and  the  relation- 
ship of  dietary  control  to  his  medical 
condition  is  most  likely  to  make  changes 
in  his  lifestyle.  The  guidelines  for  pa- 
tient motivation  as  established  by  the 
National  High  Blood  Pressure  Educa- 
tion Committee  can  serve  as  the  basis 
for  developing  guidelines  for  patient 
motivation  in  the  area  of  dietary  con- 
trol. The  responsibility  for  generating 
this  motivation  lies  with  the  entire  medi- 
cal team:  the  physician,  the  nurse,  the 

dietitian,  and  other  allied  health  pro- 
fessionals. All  of  those  in  contact  with 
the  patient  need  to  adopt  a universally 
positive  attitude  towards  dietary  con- 
trol if  it  is  to  be  successful.  Health  pro- 
fessionals must  repeatedly  explain  to 
patients  the  relationship  between  blood 
pressure  and  dietary  intake  so  that  they 
will  understand  the  rationale  for  their 
diets.  Patient  compliance  with  any  pro- 
gram is  based  on  motivation,  and  this 
motivation  must  be  incorporated  into 
every  medical  program,  especially  the 
dietary  control  programs. 

Measurement  of  the  24-hour  urine 
sodium  can  be  used  to  monitor  com- 
pliance. This  technique  is  also  useful 
as  an  educational  and  motivational  tool. 
The  relationship  between  dietary  intake 
and  the  24-hour  urine  sodium  level  can 
graphically  illustrate  the  importance  of 
dietary  control. 

Health  professionals  should  keep  in 
mind  that  diet  is  part  of  the  total  medi- 
cal program  for  the  patient.  To  be  suc- 
cessful, each  part  of  the  patient’s  pro- 


gram must  be  integrated  into  and  rein- 
force all  other  parts  of  his  program.  To 
this  end,  the  following  points  should  be 
incorporated  into  all  dietary  instructions 
for  the  patient  with  hypertension: 

1.  The  definition  of  hypertension; 

2.  An  explanation  of  the  effects 
of  sodium  intake  on  blood  pres- 
sure; 

3.  An  explanation  of  the  effect  of 
obesity  on  blood  pressure; 

4.  Emphasis  on  the  value  of  con- 
tinued life-long  treatment,  medi- 
cation, and/or  dietary  control; 

5.  An  outline  for  changing  eating 
habits:  how  to  eat  palatable  foods 
anytime,  anywhere,  and  still  con- 
trol the  sodium  and  caloric  intake; 
and 

6.  Awareness  of  the  increased  risk  of 
developing  cardiovascular  disease. 

The  nutrition  program  is  not  an  iso- 
lated item  in  a patient’s  medical  manage- 
ment and  an  effective  management  pro- 
gram will  incorporate  nutrition  into  the 
entire  medical  program. 

HOW  TO  ACHIEVE  NUTRITIONAL 
GOALS 

The  first  step  in  developing  a nutri- 
tional program  for  the  hypertensive  pa- 
tient is  to  assess  the  patient’s  present 
dietary  intake  of  sodium  and  calories 
by  taking  a diet  history.  Ideally,  this 
information  is  obtained  through  a dieti- 
tian/patient interview.  Computer  pro- 
grams have  also  been  developed  to  per- 
mit a health  professional  to  get  an  accu- 
rate estimate  of  the  patient’s  nutritional 
intake.1 7 if  neither  a dietitian  nor  a 
computer  program  can  be  utilized,  the 
physician’s  assistant  can  take  a quick 
diet  history  to  estimate  the  patient’s 
typical  sodium  intake.  Table  4,  “Guide- 
lines for  Estimating  Patient’s  Sodium 
Intake”,  can  serve  as  the  basis  of  a quick 
diet  history.1 8 In  practice,  obtaining 
an  approximate  estimate  of  sodium  in- 
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take  should  only  take  3 to  5 minutes. 
It  can  be  done  by  eliciting  a concise  food 
intake  history,  by  having  the  patient 
outline  what  he  eats  on  an  average  day, 
or  more  precisely,  what  he  ate  the  day 
preceding  this  visit.  In  the  course  of 
questioning,  there  are  several  issues  re- 
lated to  high  sodium  items  and  condi- 
ments which  should  be  raised. 

For  example: 

1.  Do  you  add  salt  before  tasting 
your  food? 

2.  Do  you  eat  many  meals  away 
from  home? 

3.  Do  you  use  ketchup,  A-l  sauce 
or  Worcestershire  sauce? 

4.  Do  you  frequently  eat  salty  snack- 
type  foods? 

Positive  answers  to  questions  1,  3, 
or  4 would  indicate  that  the  individual 
would  be  either  in  the  second  or  third 
category  of  Table  3.  if  meals  are  frequent- 
ly eaten  away  from  home,  especially 
if  meals  are  eaten  in  fast  food  restau- 
rants where  a typical  meal  of  a double 
hamburger,  fries,  and  a shake  contains 
approximately  1,200  calories  and  75 
to  80  milliequivalents  of  sodium,  the 
patient  will  be  in  the  third  category. 
Table  5 outlines  the  sodium  and  caloric 
content  of  some  of  the  more  frequently 
patronized  fast  food  establishments. 

Some  questions  related  to  caloric 
intake  that  should  be  raised  are: 

1.  Have  you  always  had  a weight 
problem? 


Table  4 

Guideline  for  Estimating  a Patient's  Sodium  Intake 


Patient's  description 
of  salt  intake 

1.  Avoids  extremely 
salty  foods  and 
adds  no  salt 

2.  Adds  salt  in 
moderation 

3.  Salts  food  heavily, 
often  before  eating 


Approximate  dietary 
Na+,  mEq/24  hr 

90-120 


120-200 

>200 


2.  Are  other  members  of  your  family 
overweight? 

3.  How  many  soft  drinks  a day  do 
you  drink? 

4.  What  is  you  daily  intake  of  alcohol? 

5.  Do  you  frequently  eat  snack-type 
foods? 


6.  Do  you  eat  while  watching  TV? 

7.  Do  you  eat  alone  or  with  others? 

8.  Do  you  have  specific  meal  times? 

9.  Are  you  aware  of  what  foods 
might  be  contributing  to  your 
high  caloric  intake? 

The  questions  relating  to  caloric  in- 
take are  extremely  important  questions 
for  the  obese  patient.  Eating  behavior 
patterns  are  important  contributors  to 


obesity.  It  is  essential  that 
patterns  be  identified,  if 
be  controlled. 

these 

weight 

eating 
is  to 

T able  5 

Calories 

Na 

Kcal 

mEq 

Burgers 

(Average  values  from 
McDonalds,  Burger  King, 
Hardees,  Burger  Chef) 

Hamburger,  regular 

250 

17 

Cheeseburger 

320 

30 

House  Special 
Big  Mac 

550 

42 

Whopper 

630 

60 

Super  Chef 

530 

40 

Quarter  Pounder 

420 

30 

Fishwich 

400 

30 

French  Fries  (salted) 

220 

15 

Milk  Shakes 

350 

12 

Meal  (e.g.  Whopper,  Fries,  Shake) 

1200 

77 

Kentucky  Fried  Chicken 

3 piece  dinner  (chicken,  potato, 
coleslaw,  roll) 

Original 

830 

>100 

Crispy 

1070 

>100 

Arthur  Treacher's  Fish 

3 piece  dinner  (fish,  chips, 
coleslaw) 

1100 

72 

Pizza  Hut 

1 ndividual  - 10  inch 
Thick  crust 

1030 

>150 

Thin  crust 

1005 

>150 

Large  - 15  inch 
Thick  crust 

2400 

>175 

Thin  crust 

2300 

>175 
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BEHAVIOR  MODIFICATION 

Modification  of  behavior  and  eating 
habits  has  been  found  to  be  quite  effec- 
tive in  helping  the  overweight  patient 
lose  and  maintain  ideal  body  weight. 
Since  weight  loss  has  been  shown  to 
correlate  positively  with  a decrease  in 
blood  pressure,  it  is  essential  that  the 
health  professional  attempt  to  effect 
weight  loss  in  obese  patients.  It  goes 
without  saying  that  it  is  important  to 
maintain  ideal  body  weight  once  goal 
weight  has  been  reached. 

The  most  widely  accepted  techniques 
in  management  of  obesity  include:  diet, 
exercise,  behavior  modification,  surgical 
intervention,  pharmacological  intervention, 
and  psychotherapy.  Of  these,  behavior 
modification  appears  to  hold  the  most 
promise,  because  it  deals  directly  with 
the  cause  of  obesity,  mainly  eating  be- 
havior, and  focuses  on  changing  eating 
habits  permanently  so  that  the  weight 
loss  may  be  maintained  on  a long-term 
basis.1  9 

The  basic  principle  in  weight  con- 
trol is  to  create  a negative  caloric  ba- 
lance, that  is,  to  expend  more  energy 
(calories)  than  is  being  ingested.  This 
can  be  achieved  by  reducing  caloric  in- 
take or  by  increasing  caloric  expendi- 
ture (exercise),  or  a combination  of  both. 
Numerous  studies  evaluating  effective  diet 
alone  versus  diet  and  exercise  show  that 
significantly  more  weight  is  lost  by  the 
group  with  both  restricted  caloric  intake 
and  regular  exercise.  But  this  program, 
too,  must  effect  permanent  behavioral 
change  to  be  successful. 

The  difficulties  in  achieving  weight 
reduction  have  helped  popularize  a number 
of  recent  diet  trends  based  on  the  pre- 
mise that  weight  can  be  lost  by  chang- 
ing the  composition  of  diet  without  re- 
ducing the  quantity  of  food  consumed. 
The  high  protein,  high  fat,  and  low  car- 
bohydrate diets  are  among  the  most 
popular,  but  evidence  shows  that  some 


of  these  diets  may  have  serious  side  ef- 
fects and  can  be  dangerous.  Moreover, 
the  weight  loss  is  usually  regained  once 
the  diet  is  terminated.  Table  6 outlines 
the  guidelines  for  an  effective  weight 
reduction  program. 

Advances  in  behavior  modification 
methods  have  brought  a new  demen- 
sion  to  the  treatment  of  obesity.  These 
self-management  methods  are  reasonably 
simple  and  lend  themselves  to  the  develop- 
ment of  life-long,  beneficial  eating  habits. 
Information  on  behavioral  modification 
methods  are  now  widely  available  for 
both  the  health  professional  and  the 
individual  patient. 

THE  DIET  PRESCRIPTION 

In  most  cases,  sodium  is  controlled 
at  approximately  60  to  90  milliequiva- 
lents  and  calories  are  calculated  to  fit 
the  patient’s  needs  to  either  lose  weight 
or  to  maintain  ideal  body  weight.  The 
diet  prescription  for  the  patient  with 
high  blood  pressure  should  also  include 
control  of  saturated  fats  and  cholesterol, 
and,  in  some  instances,  potassium.  Taking 
these  factors  into  consideration,  the 
diet  is  then  individualized  for  each  par- 
ticular patient.  Everyone  has  their  own 
unique  lifestyle.  if  time  is  not  taken 
to  help  patients  incorporate  the  desired 


Table  6 

Guidelines  For  An  Effective  Weight  Reduction  Program 

1 . Provide  for  adequate  nutrition. 

2.  Create  the  desired  degree  of  negative  caloric 

balance. 

3.  Adapt  as  closely  as  possible  to  the  tastes  of 

the  individual  dieter. 

4.  Be  palatable,  socially  acceptable,  easy  to 

obtain  and  inexpensive. 

5.  Protect  the  dieter  from  hunger,  satisfy  his 

need  for  food,  and  result  in  a minimum 
of  fatigue. 

6.  Help  create  new  eating  habits  that  can  con- 

tribute to  the  maintenance  of  a lower  body 
weight  once  it  is  achieved. 
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changes  into  their  own  life  patterns, 
chances  are  they  will  be  unable  to  fol- 
low a new  dietary  program. 

A level  of  90  milliequivalents  of  so- 
dium does  not  imply  drastic  changes 
of  eating  habits.  In  most  cases,  there 

Table  7 

American  Heart  Association,  MILD  SODIUM  RESTRICT- 
ED DIET.  New  York:  American  Heart  Association, 

1969. 

American  Heart  Association,  YOUR  500  MILLIGRAM 
SODIUM  DIET.  New  York:  American  Heart  Asso- 

ciation, 1968. 

American  Heart  Association,  YOUR  1000  MILLIGRAM 
SODIUM  DIET.  New  York:  American  Heart  Asso- 

ciation, 1969. 

Bagg,  Elma  W.  COOKING  WITHOUT  A GRAIN  OF 
SALT.  New  York:  Doubleday  & Company,  Inc.,  1964. 

Conason,  Emil  G.,  M.D.,  and  Metz,  Ella.  THE  SALT- 
FREE  DIET  COOK  BOOK.  New  York:  Grosset  & 

Dunlap,  1969. 

Farquhar,  John  W.,  M.D.  THE  AMERICAN  WAY  OF 
LIFE  NEED  NOT  BE  HAZARDOUS  TO  YOUR 
HEALTH.  New  York:  W.W.  Norton  & Company,  1978. 

Jones,  Jeanne.  SECRETS  OF  SALT  FREE  COOKING. 
San  Francisco:  101  Production,  1979. 

Krauss,  Barbara.  THE  DICTIONARY  OF  SODIUM, 
FATS,  AND  CHOLESTEROL.  New  York:  Grosset 

and  Dunlap,  1977. 

Liebowitz,  Daniel,  M.D.,  Brown,  W.  Jann,  M.D.,  Olness, 
Marlene,  B.S.  COOK  TO  YOUR  HEART'S  CONTENT. 
Menlo  Park,  California:  Pacific  Coast  Publishers,  1969. 

Margie,  J.D.,  M.S.,  Hunt,  James  C.,  M.D.  LIVING  WITH 
HIGH  BLOOD  PRESSURE:  THE  HYPERTENSION 

DIET  COOKBOOK.  New  Jersey:  HLS  Press,  Inc., 

1978. 

NUTRITION  LABELING:  HOW  IT  CAN  WORK  FOR 

YOU,  National  Nutrition  Consortium,  Inc.,  1975. 

Payne,  Alma  Smith,  and  Callahan,  Dorothy.  THE  FAT 
AND  SODIUM  CONTROL  COOKBOOK.  Boston: 
Little,  Brown  and  Company,  1965. 

Thorburn,  Anna  Houston,  with  Turner,  Phyllis.  LIVING 
SALT  FREE  & EASY.  New  York:  Signet,  1976. 

United  States  Department  of  Agriculture.  "Composition 
of  Foods  - Raw,  Processed,  Prepared."  REVISED 
U.S.D.A.  AGRICULTURAL  HANDBOOK,  Number  8, 
1975. 

United  States  Department  of  Agriculture.  "Nutritive 
Value  of  American  Foods  in  Common  Units."  U.S.D.A. 
AGRICULTURAL  HANDBOOK,  Number  456,  1975. 
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is  no  need  to  purchase  special  dietary 
foods  or  to  eat  different  foods  than  other 
members  of  the  family.  Elimination 
of  salt  at  the  table  and  simple  modifi- 
cations in  cooking  procedures  will  enable 
the  patient  to  adhere  easily  to  an  intake 
of  90  milliequivalents  of  sodium.  Depend- 
ing on  the  individual,  adhering  to  lower 
levels  of  sodium  intake  may  require  addi- 
tional changes  and  may  entail  the  pur- 
chase of  low  sodium  products.  Educa- 
tion regarding  nutrition  labeling,  specif- 
ically how  to  identify  hidden  sources 
of  sodium,  should  be  part  of  every  dietary 
instruction.  Utilizing  available  educa- 
tional aids,  the  dietitian  or  health  pro- 
fessional can  teach  the  family  to  pain- 
lessly lower  the  sodium  intake  by  making 
simple  changes  such  as  substituting  herbs 
and  spices  for  salt  and  low  sodium  baking 
powder  for  regular  baking  powder.  Some 
currently  available  publications  for  pa- 
tients are  listed  in  Table  7. 

Awareness  of  the  nutrient  content 
of  foods  and  education  regarding  portion 
size  will  allow  the  patient  to  make  appro- 
priate food  choices.  Information  regard- 
ing the  diet  and  education  of  the  patient 
in  his  nutritional  program  is  ideally  car- 
ried out  by  a dietitian.  But,  in  many 

areas,  a dietitian  is  unavailable.  Since 
in  most  cases  diets  for  the  hypertensive 
patient  are  relatively  straightforward  and 
simple,  utilizing  available  patient  educa- 
tion aids,  other  health  professionals  can 
be  taught  to  assist  the  patient  with  his 
nutritional  program. 

Calories  are  calculated  to  help  the 
obese  patient  lose  weight  and  to  help 
the  normal  weight  individual  maintain 
ideal  body  weight.  Figure  2 gives  a sim- 
ple formula  that  can  be  used  to  calcu- 


Women:  height  in  inches  x 3.5  - 108  = ideal  body  weight 
Men:  height  in  inches  x 4 - 128  = ideal  body  weight 

Figure  2.  Approximating  Ideal  Body  Weight 
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late  ideal  body  weight.20  Because  of 
the  increased  risk  of  atherosclerosis  with 
elevated  blood  pressure,  hypertensive  pa- 
tients should  also  be  instructed  to  con- 
trol their  intake  of  both  saturated  fat 
and  cholesterol.  This  is  done  by  em- 
phasizing the  use  of  fowl  and  fish  as 
opposed  to  red  meat;  encouraging  con- 
sumption of  only  6 ounces  of  meat  per 
day;  trimming  visible  fat  and  skin  from 
meat  and  chicken;  using  egg  whites  or 
egg  substitutes  whenever  possible  and 
limiting  egg  yolks  to  two  per  week;  by 
switching  from  whole  milk  to  skim  milk 
and  butter  to  margarine;  and  limiting 
the  consumption  of  cheese. 

Behavior  modification  therapists  have 
shown  us  that  in  order  to  be  lasting, 
changes  should  be  made  one  at  a time. 
They  should  be  introduced  gradually, 
so  that  they  can  be  permanently  incor- 
porated into  the  life  pattern  of  the  pa- 
tient. Unless  the  patient  is  extremely 
obese,  most  of  these  changes  are  not 
difficult  to  make  and  do  not  require  a 
drastic  modification  in  lifestyle. 

It  is  important  to  remember  that 
the  previous  practice  of  instructing  pa- 
tients in  a difet  on  a one-time  basis,  by 
simply  handing  them  diet  sheets  and 
expecting  compliance,  is  no  longer  ac- 
ceptable. In  order  to  be  successful,  diet 
instruction  sessions  need  to  be  carried 
out  over  several  months  and  a good  fol- 
low-up program  must  be  integrated  into 
the  patient’s  medical  management  pro- 
gram. 

FOLLOW-UP  PROGRAM 

Changing  lifestyles  is  not  easy.  The 
health  care  team  should  employ  an  “open 
door  policy”  in  order  to  help  patients 
make  the  necessary  modification  in  their 
eating  habits.  It  is  helpful  to  have  books 
and  patient  aids  which  contain  infor- 
mation concerning  the  nutritional  pro- 
gram available  not  only  during  diet  in- 
structions, but  also  in  areas  such  as  wait- 


ing rooms.  Patients  should  be  encouraged 
to  return  with  questions  that  arise  as  they 
attempt  to  incorporate  dietary  instruc- 
tions into  their  lives. 

The  follow-up  program  is  critical, 
particularly  if  the  drug  treatment  pro- 
gram is  not  effective.  The  patient  should 
be  reminded  that  adherence  to  moder- 
ately controlled  sodium  intake  and  con- 
trol of  body  weight,  will  enhance  the 
therapeutic  effect  of  antihypertensive 
drugs.  Allied  health  professionals  doing 
the  blood  pressure  check  can  become 
involved  in  the  follow-up  program.  At 
each  patient  contact,  questions  about 
the  nutritional  program  should  be  asked, 
if  there  are  problems  involved  in  follow- 
ing the  diet,  the  patient  can  be  referred 
to  a dietitian.  Each  time  the  patient 
is  seen,  the  chart  should  be  checked  for 
weight  and  blood  pressure  records.  Cor- 
relations between  diet  and  blood  pres- 
sure should  be  pointed  out  to  the  pa- 
tient. 

The  24-hour  urine  sodium  is  very  help- 
ful in  checking  compliance  to  the  pre- 
scribed dietary  program.  When  the  24- 
hour  urine  sodium  exceeds  the  amount 
prescribed  for  the  patient,  his  program 
should  be  reassessed  by  the  dietitian. 
Often,  the  dietitian  can  help  the  patient 
identify  the  sources  of  the  excess  sodium 
in  his  diet. 

A “STEPPED”  APPROACH  TO 
DIETARY  CONTROL 

The  most  practical  approach  to  dietary 
control  of  high  blood  pressure  is  for  the 
health  care  team  to  take  a “stepped” 
approach. 

The  first  step  is  the  physician  and 
patient  interaction.  During  the  initial 
patient  visit  the  physician  assesses  the 
patient’s  current  nutritional  intake  and 
educates  the  patient  about  blood  pres- 
sure and  its  relationship  to  a dietary 
program.  Some  time  should  also  be  spent 
motivating  the  patient  as  to  the  impor- 
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tance  of  following  the  dietary  program. 

In  the  second  step,  the  physician 
involves  the  other  members  of  the  health 
care  team,  primarily  the  dietitian,  if  avail- 
able, in  instructing  the  patient  in  the 
nutritional  program.  A follow-up  pro- 
gram involving  allied  health  professionals 
is  set  up.  Whenever  feasible,  the  physician 
should  introduce  the  patient  to  the  dieti- 
tian or  person  giving  the  diet  instruc- 
tions because  many  patients  will  only 
take  instructions  from  the  physician 
or  the  physician’s  designated  substitute. 
It  is  therefore  extremely  important  that 
the  physician  indicate  to  the  patient 
that  the  physician,  dietitian,  and  nurse 
are  working  as  a team,  if  the  physician 
does  not  become  involved  in  the  first 
step,  the  dietitian  or  nurse  should  assume 
the  primary  role  as  educator  and  mo- 
tivator. This  education  and  motivation 
involves  not  only  the  nutritional  pro- 
gram, but  also  information  regarding  the 
mechanisms  of  blood  pressure  and  the 
necessity  for  following  a life-long  medical 
program  in  order  to  control  this  disease. 

In  step  three,  the  family  is  involved 
in  the  program.  A successful  nutritional 
program  must  involve  other  members 
of  the  family,  especially  the  person  re- 
sponsible for  the  cooking,  if  this  person 
does  not  accompany  the  patient  on  the 
initial  visit,  an  immediate  follow-up  ap- 
pointment should  be  made  for  the  pa- 
tient and  the  family  cook,  who  should 
be  encouraged  to  come  with  the  patient 
to  all  subsequent  visits.  The  public  health 
nutritionist  and  nurse,  or  county  home 
economist  can  take  an  active  role  in  the 
family  care  setting  by  helping  the  pa- 
tient and  family  learn  new  ways  of  cooking 
and  by  checking  dietary  compliance. 
In  cases  where  there  are  unusual  prob- 
lems in  achieving  dietary  compliance, 
the  patient  should  be  referred  back  to 
the  dietitian. 
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DIETARY  MANAGEMENT  IN  THE 
RURAL  SETTING 

It  has  been  recently  pointed  out 
that  rural  areas  have  made  much  less 
progress  in  high  blood  pressure  control 
in  recent  years  than  have  metropolitan 
areas.  This  may  be  due  in  part  to  the 
lack  of  adequate  allied  health  profes- 
sional support  for  physicians.  Many 
rural  areas  do  not  have  access  to  public 
health  nutritionists  or  even,  in  some 
instances,  to  hospital  dietitians.  In  some 
areas  independent  consulting  nutritionists 
are  available  to  help  set  up  programs 
and  counsel  patients,  but  most  rural 
areas  must  depend  on  office,  clinic,  or 
public  health  nurses.  Nearly  all  public 
health  nurses  have  large  areas  to  cover 
and  multiple  problems  to  solve. 

Helping  the  hypertensive  follow  a 
prescribed  antihypertensive  regimen  for 
the  rest  of  his  life  is  a challenge  that 
most  nurses  readily  accept.  Dietary  con- 
trol is  a part  of  a successful  program 
and  the  role  of  the  nurse,  especially  the 
public  health  nurse,  needs  to  be  expanded 
to  include  an  active  participation  in  the 
patient’s  nutritional  program.  Aware- 
ness of  the  patient’s  nutritional  program 
and  ongoing  support  by  the  nurse  can 
greatly  enhance  the  effectiveness  of  the 
nutritional  program.2  1 

Doctor’s  offices  and  health  clinics 
can  be  used  to  transmit  nutritional  in- 
formation to  the  patient.  Sample  educa- 
tional material  and  patient  aids  should 
be  readily  available  to  help  patients  ad- 
here to  dietary  programs.  The  National 
High  Blood  Pressure  Education  Program 
is  presently  compiling  a file  of  available 
materials.  They  expect  to  have  a com- 
plete listing  by  early  1980  for  interested 
providers. 

Unfortunately,  many  people  in  rural 
areas  are  outside  the  usual  channels  of 
health  information.  But  there  are  pro- 
grams unique  to  rural  areas  that  can  be 
used  to  impart  nutritional  information 
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and  augment  dietary  control  programs. 
Home  economists  with  the  agricultural 
extension  services  and  4-H  clubs  have 
traditionally  focused  on  food,  cooking,  and 
nutrition-related  subjects.  Working 
through  the  existing  networks  of  com- 
munications, health  professionals  can  de- 
velop programs  to  help  the  hyperten- 
sive and  his  family  adapt  their  eating 
habits  to  reflect  consideration  of  those 
nutrients  which  affect  blood  pressure. 

In  the  role  of  an  educator,  the  health 
professional  can  take  part  in  adult  ed- 
ucation courses  and  in  school  health 
and  nutrition  programs.  Participation 
in  these  programs  should  not  be  left 
to  self-acclaimed  experts  in  the  area. 
Nutrition  and  health  are  two  of  the  most 
important  and  popular  topics  of  this 
decade.  Responsible  medical  professionals 
need  to  make  themselves  available  to 
their  communities  through  schools,  local 
newspapers,  and  other  accepted  networks 
of  communication  so  that  accurate  health 
and  nutrition  information  can  be  ob- 
tained by  the  public. 

SUMMARY 

Nutrition  education  materials  need 
to  be  incorporated  into  high  blood  pres- 
sure control  programs  at  the  community 
level.  The  public  needs  to  be  informed 
that  the  daily  intake  of  over  5 grams 
of  salt  (2  grams  sodium)  is  not  essen- 
tial for  good  health  and  may  contribute 
to  the  development  of  hypertension 
in  some  people.  Also,  awareness  that 
overweight  predisposes  to  high  blood 
pressure  and  that  weight  control  often 
assists  in  blood  pressure  control  needs 
to  be  brought  to  the  attention  of  the 
public. 

Nutrition  is  an  integral  part  of  the 
total  treatment  program  of  every  pa- 
tient with  hypertension.  Dietary  con- 
trol should  be  initiated  as  the  first  step 
in  patient  treatment.  For  the  borderline 
hypertensive  patient,  dietary  control  is 


probably  the  only  treatment  needed. 
To  be  successful,  dietary  control  pro- 
grams must  be  individualized  to  adapt 
to  each  patient’s  unique  lifestyle.  Aware- 
ness of  nutrition  and  the  role  that  it 
plays  in  hypertension  needs  to  be  re- 
flected in  family  eating  habits. 

The  team  approach  is  a proven  and 
effective  tool.  It  is  the  most  rational 
approach  for  achieving  successful  dietary 
control  of  those  nutrients  that  affect 
blood  pressure.  if  nutritional  programs 
are  to  be  successful,  every  member  of 
the  medical  team  is  vital  in  both  mo- 
tivating and  educating  the  patient  in 
the  dietary  management  of  high  blood 
pressure.  We  must  engage  in  developing 
programs  to  train  allied  health  professionals 
in  the  area  of  nutrition,  so  that  they  will 
possess  those  skills  needed  to  assist  the 
patients  in  adhering  to  nutritional  pro- 
grams. 

Support  and  follow-up  programs  need 
to  be  developed  that  are  appropriate 
to  the  local  setting,  rural  or  urban. 

if  we  are  to  effectively  and  efficient- 
ly meet  the  challenge  of  controlling  blood 
pressure  in  the  rural  setting,  we  must 
take  the  presently  available  knowledge 
and  develop  innovative  approaches  to  the 
rural  population.  One  of  the  best  ways 
to  do  this,  is  to  work  within  the  existing 
communications  network  with  those  mem- 
bers of  the  community  we  are  attempting 
to  reach  and  together  develop  the  kinds 
of  programs  that  will  meet  local  needs. 
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Several  key  interacting  demographic, 
economic,  and  organizational  variables 
influence  the  use  of  health  services  by 
individuals  residing  in  rural  areas.  Among 
such  factors,  manpower  shortages  limit 
access  to  care  and  the  impact  of  poverty, 
predominant  in  rural  life,  further  cur- 
tails utilization  of  services  despite  the 
fact  that  the  real  costs  of  health  care  in 
rural  populations  are  lower  than  those 
of  metropolitan  areas.1  ,2  National  stud- 
ies based  on  probability  samples  of  the 
U.S.  populations3,4  and  regional  sur- 
veys5,6 have  consistently  pointed  to 
low  levels  of  ambulatory  care  utilization 
by  rural  residents.  Constraints  of  man- 
power and  access  are  likely  to  have  a 
particular  impact  on  preventive  health 
behavior  of  rural  populations.7 

Since  it  is  presumed  that  case-detec- 
tion programs  and  public  health  education 
directed  toward  chronic  cardiovascular 
disease  control  may  promote  new  patterns 
of  preventive  behavior,  and  therefore, 
presumably  enhance  ambulatory  care  de- 
mand in  the  face  of  manpower  shortages, 
the  potential  impact  of  such  demand  in 
resource-poor  regions  needs  to  be  ad- 
dressed. This  paper  describes  for  one 
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region  the  impact  of  population-based 
cardiovascular  disease  prevention  programs 
on  ambulatory  care  demand.  The  issues  we 
seek  to  examine  are  these:  Do  popula- 

tion-based case  detection  programs  in  rural 
areas  result  in  measurable  declines  in  blood 
pressure?  Is  ambulatory  care  demand  in 
rural  areas  influenced  by  perceived  health 
status?  Do  such  programs,  in  aggregate, 
influence  the  total  volume  of  physician 
visits?  This  paper  reports  on  interim  data 
from  ongoing  studies  of  hypertension  in 
two  southeastern  Minnesota  communities. 

METHODS 

Details  of  the  methods  used  in  this 
study  are  reported  in  earlier  publica- 
tions.8'1 0 

Two  southeastern  Minnesota  com- 
munities described  in  this  paper  were 
selected  for  participation  in  a hypertension 
control  program.  In  1974  intervention 
activities  were  implemented  in  these  rural 
settings,  including  public  education,  com- 
prehensive community  screening,  medical 
referral  for  elevated  blood  pressure,  and 
continuing  education  for  health  profes- 
sionals in  the  region.  With  adaption  of 
available  materials,  local  newspapers,  radio 
and  television  broadcasts  permitted  pub- 
licity concerning  high  blood  pressure 
in  general  and  on  the  forthcoming  screen- 
ing and  referral  activities.  The  goal  of 
screening  was  to  obtain  three  initial  blood 
pressure  readings  on  one  interview  occa- 
sion for  every  adult  in  the  age  range  30-69 
years  who  resided  in  the  households  of 
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selected  areas.  The  sample  frame  for 
households  included  the  entire  community 
of  Spring  Valley,  a dispersed  rural  popu- 
lation, and  a 50%  random  sample  from 
Owatonna,  a small  rural  town. 

In  each  community,  participants 
whose  diastolic  blood  pressure  was  95  mm 
mercury  or  more,  or  systolic  pressure 
was  160  mm  mercury  or  more  were  re- 
ferred to  their  local  physicians.  These 
values,  based  on  the  average  of  the  sec- 
ond and  third  systolic  or  diastolic  read- 
ings, permitted  assignment  of  blood  pres- 
sure status  coded  for  each  person  screen- 
ed and  indicated  separately  the  ranges 
of  systolic  and  diastolic  pressures  and 
whether  or  not  the  participant  was  clas- 
sified as  hypertensive. 

With  these  essential  components, 
the  plan  of  investigation  was:  (1)  to 

identify  in  each  community  those  with 
hypertension  based  on  the  initial  screen- 
ing, (2)  to  rescreen  the  identified  hyper- 
tensive persons  in  each  community  after 
a period  of  at  least  12  months  and  at 
5 years  (1979),  (3)  to  determine  the  im- 


pact of  intervention  in  these  communities 
on  the  status  of  hypertension  in  each  lo- 
cality, and  (4)  to  assess  the  demand  for 
ambulatory  care  following  identification 
of  hypertension. 

RESULTS 

Impact  Of  Screening  On  Blood 

Pressure  Outcomes 

Mean  changes  in  diastolic  blood 
pressure  by  community  one  to  two  years 
following  the  inception  of  programs  are 
shown  in  Tables  1 and  2.  Of  a total  popu- 
lation of  5,122  participants  in  the  two 
communities  seen  at  the  time  of  the 
initial  screen,  854  were  categorized  in  one 
or  another  of  6 classes8  consisting  of 
various  combinations  of  systolic  or  diastol- 
ic blood  pressure  elevations.  The  ob- 
served changes  in  the  mean  diastolic 
pressure  by  age  within  each  community 
provide  information  regarding  the  per- 
centage decline  in  mean  diastolic  pressures, 
but  they  include  all  blood  pressure  cat- 
egories including  isolated  systolic  hyper- 
tension. The  data  suggest  that  one  to  two 


Table  1 

OBSERVED  CHANGES  IN  MEAN  DIASTOLIC  BLOOD  PRESSURE  BY  AGE  BETWEEN 
TWO  HOME  SCREENINGS  (MEAN  ± SD),  *BY  COMMUNITY 


Spring  Valley  Owatonna 


Age,  yr. 

Initial 

Screening 

Re- 

Screening 

Initial 

Screening 

Re- 

Screening 

30-39 

98  ±6 
(N  =42) 

93  ± 12 
A=  -5% 

97  ±7 
(N  =31) 

90  ±8 
A=  -7% 

40-49 

97  ±9 
(N  = 84) 

92  ± 10 
A=  -5% 

94  ±9 
(N  = 77) 

89  ± 10 
A = -5% 

50-59 

94  ±9 
(N  = 140) 

88  ± 10 

A = -6% 

92  ± 10 
(N  = 116) 

88  ±9 
A=-5% 

60-69 

90  ± 1 1 
(N  = 202) 

85  ± 10 
A=  -5% 

88  ± 12 
(N  = 162) 

84  ±10 

A=-5% 

Total 

93  ±10 
(N  = 468) 

88  ± 10 
A=  -5% 

91  ±11 
(N  =386) 

87  ± 10 
A = -5% 

*These  tabulations  include  all  categories  (1  through  6),  including  isolated  systolic  elevations  (Category  3). 
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years  after  screening,  declines  in  diastol- 
ic blood  pressure  in  these  groups  have 
occurred  in  both  communities  (Table  1). 

Further  analysis  of  blood  pressure 
changes  is  gained  when  persons  with  an 
initial  diastolic  blood  pressure  of  95  mm 
mercury  or  more  are  considered  separate- 
ly. The  data  at  this  level  of  analysis  suggest 
that,  even  after  allowing  for  estimated 
effects  of  regression  to  the  mean  in  re- 
screening, declines  of  diastolic  blood 
pressure  occurred  in  both  communities 
(Table  2),  irrespective  of  differing  prac- 
tice arrangements  or  physician/population 
ratios.  Blood  pressure  outcomes  after 
five  years,  not  reported  in  this  paper,  are 
currently  being  analyzed  but  generally 
suggest  persistence  in  the  declines  noted 
on  the  first  community  rescreen. 


Impact  Of  Perceived  Health 
Status  On  Demand 

Table  3 displays  the  physician 
contact  rates  (i.e.,  the  number  of  respon- 
dents per  1,000  population  with  at  least 
one  physician  contact  in  the  past  year) 
for  three  levels  of  perceived  health  status. 
These  data,  collected  from  all  respondents 
ages  30-69,  suggest  that  for  the  population 
represented  here  physician  contact  rates 
are  related  to  perceived  health  status. 
When  perceived  health  status  changes 
from  “excellent  to  good,”  the  contact 
rate  increases  only  4%;  however,  when 
the  perceived  health  status  changed  from 
excellent  to  fair  or  poor  the  contact 
rate  increased  15%. 

The  number  of  physician  visits 


Table  2 

FOLLOW-UP  BLOOD  PRESSURE  BY  COMMUNITY  IN  TREATED  AND  UNTREATED 
PERSONS  WITH  DIASTOLIC  HYPERTENSION 

(Categories  1 and  4)  (Mean  ± SD) 


Spring  Valley 


Diastolic  blood 
pressure  subset 

No  treatment  at  initial 
screening, 

on  treatment  at 
rescreening* 


No  treatment  at  initial 
screening, 

no  treatment  at 
rescreening 
(patients  report- 
ing interval  MD 
visit) 

No  treatment  at  initial 
screening. 

no  treatment  at 
rescreening 
(patients  report- 
ing no  interval  MD 
visit) 


Initial 

Screening 

Re- 

Screening 

102+6 

88  ±8 

33% 

(N  = 59) 

A = - 1 3% 

100  ±5 

91  ±9 

34% 

vP 

°? 

II 

< 

(N  = 61) 

100  ±4 

92  ± 12 

32% 

sP 

°P 

II 

<1 

(N  = 57) 

Owatonna 


Initial 

Screening 

Re- 

Screening 

103  ±7 

89  ±8 

42% 

(N  =55) 

A=  -13% 

100  ± 4 

92  ±7 

33% 

\0 

ll 

< 

(N  =43) 

99  ±3 

91  ± 11 

25% 

\0 

0s* 

CO 

II 

<1 

(N  =32) 

*Treatment  is  defined  as  antihypertensive  medication  taken  within  past  4 weeks. 
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per  year  (per  1,000  population)  displays 
this  gradient  even  more  dramatically 
(Table  3).  Those  respondents  who  per- 
ceived their  health  to  be  “good”  reported 
50%  more  physician  contact  than  those 
who  perceived  to  be  “excellent.”  The 
respondents  who  felt  their  health  was 
“fair  or  poor”  had  double  and  triple 
the  contacts  of  those  in  “good”  and 
“excellent”  health,  respectively. 


Table  3 

AMBULATORY  UTILIZATION  RATES  BY 
PERCEIVED  HEALTH  STATUS 

Baseline  Population  Survey: 
Owatonna  and  Spring  Valley,  1974 

Rate  per  1,000  population 


Perceived 

Persons  with  physician 

Volume  of  physi- 

Health 

contact  within  1 2 

cian  contacts  with- 

Status 

months 

in  12  months 

Excellent 

714 

2123 

Good 

745 

3172 

Fair,  Poor 

819 

6686 

Total 

748 

3333 

Impact  Of  Screening  On  Demand 

Table  4 shows  the  physician  contact 
rates  for  the  12  months  prior  to  the  fifth- 
year  rescreen  for  the  group  labelled  hyper- 
tensives, for  the  normotensive  group, 
and  for  the  total  sample.  To  facilitate 
comparisons  between  tables,  all  rates 
were  standardized  using  the  sex  and  age 
(30-44  years,  45-59  years,  60  years  and 
older)  distribution  at  the  initial  screen. 
The  initial  overall  physician  contact  rate 
was  748/1,000  population  while  the 
overall  rate  at  the  fifth-year  was  743/1,000. 
Thus,  there  has  been  no  change  in  this 
gross  measure  of  utilization  over  the 
five-year  period. 

The  rate  of  physician  contacts 


among  the  normotensive  subsample  was 
705/1,000.  For  the  respondents  who 
were  labelled  “hypertensive”  at  the  initial 
screen,  the  physician  contact  rate  after 
five  years  was  760/1,000  population. 
Thus,  there  was  an  8%  increase  in  the 
physician  contact  rate  from  “normoten- 
sive” to  “hypertensive.”  The  estimated 
standard  deviation  of  the  normotensive 
rate  is  24.  Applying  normal  distribution 
theory  , we  obtain  approximately  95% 
confidence  limits  for  the  true  normoten- 
sive rate  of  between  657/1,000  population 
and  753/1,000  population.  While  there 
appears  to  be  a significant  difference 
in  physician  contact  rates  between  the 
normotensive  and  hypertensive  groups, 
the  magnitude  of  the  overall  difference 
is  small  over  the  five-year  period  of  study. 

With  respect  to  the  volume  of 
physician  visits  within  12  months,  there 
is  approximately  a 50%  increase  in  the 
number  of  physician  visits  from  the  normo- 
tensive to  the  hypertensive  group.  How- 
ever, the  aggregate  community  utilization 
3,386/1,000  at  the  fifth-year  rescreen 
is  remarkably  close  to  the  rate  of  3,333/ 
1,000  at  the  initial  screen. 


Table  4 

FOLLOW-UP  AMBULATORY  UTILIZATION  RATES 
BY  BASELINE  BLOOD  PR ESSUR E STATUS 


Five-year  Follow-up  Survey: 
Owatonna  and  Spring  Valley,  1979 

Rate  per  1,000  population 


Blood  Pres- 

Persons with  physician 

Volume  of  physi- 

sure Status 

contact  within  12 

cian  contacts  with- 

at Baseline 
Survey 

months 

in  12  months 

Normo- 

tensive 

705 

2549 

Hyper- 

tensive 

760 

3679 

Total 

743 

3386 
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CONCLUSIONS 

Based  on  the  initial  data  on  the 
relationship  of  utilization  to  perceived 
health  status,  one  could  assume  that 
community-wide  screening  for  hyperten- 
sion would  lead  to  a sharp  increase  in 
ambulatory  care  demand.  However,  in 
the  study  reported  here,  five  years  after 
a number  of  respondents  had  been  labelled 
“hypertensive”  following  community-wide 
screening,  there  was  no  increase  in  the 
number  of  physician  contacts  between 
1974  and  1979.  The  increase  in  the 
volume  of  physician  contacts  was  only 
slightly  apparent,  but  the  overall  changes 
are  small  in  magnitude  and  indicate  that 
the  aggregate  utilization  rates  for  these 
communities  are  constant  over  the  five-year 
period. 

It  can  be  concluded,  therefore, 
that  the  long-term  physician  contact 
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Since  the  virtual  conquest  of  acute 
infectious  diseases,  chronic  diseases  have 
gained  ever  greater  prominence  as  health 
problems  for  the  American  public.  These 
chronic  diseases,  unlike  infectious  diseases, 
seldom  can  be  traced  to  a single  cause,  are 
seldom  treated  with  a single  pharmacologic 
agent  and  tend  not  to  have  a single  physi- 
ological site  of  control.  On  the  contrary, 
disorders  such  as  hypertension  appear  to 
involve  multiple  causal  factors,  a multi- 
plicity of  physiologic  and  biochemical 
sites  and  processes,  and  thus  may  require 
various  combinations  of  therapies  over  a 
relatively  long  period  of  time. 

Given  this  perspective,  it  seems  curious 
that  pharmacologic  and  behavioral  inter- 
ventions in  the  treatment  of  hypertension 
have  developed  quite  separately  without 
being  unified  under  a combined  concep- 
tual framework.  In  fact  behavioral  and 
pharmacologic  interventions  have  developed 
in  parallel  rather  than  in  unison;  a bio- 
behavioral  or  combined  approach,  however, 
is  readily  reconcilable  with  pharmacothera- 
peutic  models. 

Clinical  evidence  has  long  supported 
the  view  that  hypertensive  disease  requires 
differing  combinations  of  pharmacologic 
and  nonpharmacologic  interventions.  Non- 
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pharmacologic  factors  such  as  exercise, 
control  of  obesity  and  salt  intake,  and  re- 
strictions on  smoking  have  all  been  demon- 
strated to  have  at  least  transient  effects  on 
blood  pressure  levels.  Diuretics,  vasodi- 
lators, B-andrenergic  blocking  agents,  sed- 
atives and  tranquilizers  have  likewise  been 
demonstrated  to  affect  blood  pressure 
levels.  The  variable  individual  response  to 
drugs  and  therapeutic  regimens  has  made 
careful  patient  monitoring  by  the  health 
care  provider  an  essential  factor  in  deter- 
mining and  maintaining  the  appropriate 
multifactorial  therapy  for  the  individual 
patient. 

Combining  behavioral  and  pharmaco- 
logic approaches  is  simply  an  extension  of 
the  already  accepted  multifactorial  ap- 
proach. Hypertension  is  a disorder  of 
blood  pressure  regulation  with  multiple 
mechanisms  causing  pressor  and  depressor 
effects.  These  mechanisms  are  all  to  some 
extent  under  central  nervous  system  con- 
trol and  are  subject  to  influence  from  en- 
vironmental and  behavioral  stimuli. 

A variety  of  means  of  controlling  be- 
havioral stimuli  have  been  developed  to 
reduce  blood  pressure.  All  of  them  pro- 
duce essentially  similar  results.  They  tend 
to  ameliorate  psychic  stress  factors,  there- 
by lowering  blood  pressure.  A recurring 
criticism  of  these  techniques  is  that  the 
magnitude  of  blood  pressure  reduction  is 
not  comparable  to  pharmacologic  inter- 
vention. The  claim  however,  is  not  that  be- 
havioral interventions  alone  can  control 
blood  pressure  but  that  the  combination 
of  pharmacologic  and  behavioral  ap- 
proaches has  advantages  over  either  ap- 
proach taken  alone. 

The  Journal  of  the  South  Carolina  Medical  Association 


BIOBEHAVIORAL  APPROACHES 


BEHAVIORAL  METHODS  OF  BLOOD 
PRESSURE  REDUCTION 

Some  of  the  earliest  efforts  to  be- 
haviorally  control  blood  pressure  have 
arisen  from  Alexander’s  (1939)1  extension 
of  Freudian  psychodynamic  theory.  Sev- 
eral more  recent  studies  (Schwartz,2 
Graham,3  Hokanson  et  al,4  Moses  et  al,5 
Sapira,6  and  Dworkin  and  Miller7 ) have 
provided  a psychobiological  analysis  of 
blood  pressure  regulation.  Essentially 
these  studies  support  the  hypothesis 
that  anxiety  appears  to  raise  blood  pre- 
sure  and  that  the  relief  of  anxiety  through 
reassurance  and  supportive  help  can  re- 
duce pressure. 

It  has  been  shown  that  declines  in 
blood  pressure  of  up  to  20-40/10-30  mm 
Hg  may  be  achieved  and  maintained 
over  several  years  of  continued  therapy. 
In  many  cases  the  appropriate  “therapist” 
is  the  patient’s  general  physician.  Sup- 
portive therapy  is  always  indicated  simply 
because  it  improves  compliance  and  any 
successful  provider-patient  relationship 
can  provide  basic  support.  Analytic 
therapy  is  more  restricted  in  its  use,  and 
depends  on  the  patients  psychiatric  needs 
independent  of  hypertension.  The  im- 
portant issue  is  the  provision  of  an  under- 
standing, trustful  relationship  between 
patient  and  provider  which  can  assuage 
fears  and  ally  anxieties. 


A.  RELAXATION  AND  MEDITATION 

In  recent  years  these  techniques  have 
captured  popular  interest  and  have  been 
tested  with  controlled  research  (e.g., 
Benson8,9)  Many  different  religious  and 
recreational  traditions  involve  means  to 
develop  a relaxation  response.  They  ad- 
vocate a relaxed  posture  with  reduced 
muscle  tone,  a quiet  environment,  simple 
quiet  repetition  of  words  or  phrases  and 
a passive  attitude.  Among  the  relaxation 
methods  that  have  been  proposed  for 
treating  hypertension  are: 


— Progressive  relaxation  (Jacob- 

son10,11,12) in  which  major 
skeletal  muscle  groups  are  re- 
laxed; 

— Autogenic  training  (Klumbies 

and  Eberhardt1  3 and  Luthe14) 
in  which  standard  autosugges- 
tive  exercises  are  used  to  induce 
physiologic  and  mental  relax- 
ation; 

— Zen  meditation  (Fisher,1  5 Mau- 
pin,1  6 Stone1  7 ) involving  pas- 
sive concentration  on  respira- 
tion and  logical  exercises  to 
elicit  relaxation; 

— Hatha  yoga  (Hoenig,1  8 Vive- 
kananda1  9 ) involving  body  pos- 
tures, breath  control,  and  medi- 
tation; 

— Transcendental  meditation 

(Benson,20  Wallace21  ) in  which 
a person  assumes  a confortable 
position,  breathes  peacefully, 
closes  the  eye  and  repeats  a 
chosen  word  or  sound  as  each 
breath  is  exhaled; 

— Relaxation  response  (Benson8, 
2 2 ) which  is  a simplified  and 
standardized  meditative  tech- 
nique based  on  Zen  but  tailored 
more  to  Western  culture. 

The  benefits  of  each  of  these  tech- 
niques are  enhanced  by  a trained  clinician 
or  teacher.  The  clinician  teaches  the  pa- 
tient, giving  him  encouragement,  and  cor- 
rective feedback.  In  each  case  the  clinician 
or  teacher  follows  the  patients  progress 
and  compliance  with  the  therapy.  It  is 
difficult  to  compare  the  effectiveness  of 
the  several  relaxation  methods  except  to 
say  the  meditation  and  the  relaxation  re- 
sponse seem  to  be  more  easily  learned. 
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Training  time  for  progressive  muscular 
relaxation  is  longer  and  Zen  and  Yoga 
may  be  less  acceptable  to  conservative 
patients. 

B.  BIOFEEDBACK 

Biofeedback  uses  modern  instrumenta- 
tion to  give  better  moment  to  moment  in- 
formation about  physiologic  processes  that 
are  controlled  by  the  central  nervous  sys- 
tem but  are  not  clearly  or  accurately  per- 
ceived. With  the  aid  of  this  information 
one  may  develop  some  control  over  the 
physiologic  process.  . Differential  control 
of  heart  rate  and  blood  pressure  can  be 
achieved  depending  on  the  type  of  bio- 
feedback used.  Normotensive  patients 
have  learned  to  change  either  heart  rate  or 
systolic  blood  pressure  or  both  simultan- 
eously with  the  different  kinds  of  biofeed- 
back (Schwartz,  23  Shapiro  24,25,26  ) 
Average  declines  of  5 to  17  mm  Hg  sys- 
tolic pressure  have  been  reported  with  a 
single  training  session.  Most  often  this 
method  uses  a constant  pressure  cuff 
system  to  inform  the  patient  of  an  in- 
crease or  decrease  in  pressure  at  each 
beat.  The  system  is  only  effective  for 
monitoring  systolic  pressure.  Praise  and 
support  from  the  physician  and  the  family 
along  with  the  patients  desire  for  self 
regulation  are  major  incentives. 

C.  ENVIRONMENTAL  MODIFI- 
CATION 

Environmental  modification  to  lower 
blood  pressure  is  based  on  the  concept 
that  stressful  stimuli  in  the  patients  sur- 
roundings have  an  adverse  effect  on  blood 
pressure.  There  is  considerable  evidence 
to  support  the  concept,  for  example  Gut- 
man and  Benson’s27  findings  that  urban 
populations  generally  have  higher  pres- 
sures. Hospitalization  has  also  demon- 
strated remarkable  temporary  reductions 
of  blood  pressure  in  severely  hypertensive 
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individuals.  Anecdotal  examples  of  blood 
pressure  improvement  in  association  with 
a change  of  job  or  home  life  are  known  to 
most  physicians  and  such  changes  are 
frequently  recommended.  Even  in  the  ab- 
sence of  controlled  studies,  therapy  need 
not  overlook  the  potential  contribution 
of  rest,  job  adaptation,  and  efforts  to  pro- 
vide a less  stressful  living  situation.  The 
practitioner  can  be  particularly  helpful 
in  helping  the  patient  identify  sources 
of  stress  and  in  leading  him  toward  prac- 
tical resolutions. 

D.  BIOBEHAVIORAL  OR  COMBINED 
APPROACHES 

In  all  of  the  behavioral  approaches  es- 
sentially similar  results  are  obtained,  i.e., 
reduction  of  sympathetical  arousal  lowers 
blood  pressure.  The  extent  of  reduction 
suggests  these  techniques  to  be  comple- 
mentary rather  than  alternating  to  phar- 
macologic therapy.  Such  combined  ther- 
apies appear  to  play  a synergistic  role  in 
the  potentiation  of  effect,  as  capabilities 
are  developed  to  maintain  pharmacologi- 
cally lowered  blood  pressure  by  behavioral 
stratagies.  Careful  monitoring  by  the 
health  care  provider  in  such  cases  will 
assure  appropriate  blood  pressure  reg- 
ulation with  minimum  medication. 

Recent  studies  combining  pharmaco- 
logic and  behavioral  therapies  have  at- 
tempted to  capitalize  on  the  strengths  of 
both  approaches  while  minimizing  their 
disadvantages.  For  example,  drugs 
lower  blood  pressure  more  efficiently, 
but  adverse  short-term  (and  possibly, 
long-term)  side  effects  and  cost  factors 
create  significant  problems  with  compli- 
ance. Behavioral  approaches  have  no 
known  side -effects,  but  do  not  lower 
blood  pressure  as  effectively  as  drugs. 
Behavioral  methods,  used  alone  also 
have  compliance  problems,  as  it  is 
time-consuming  to  maintain  the  nec- 
essary skills  and  practice  periods  re- 
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quired  for  these  approaches.  Taken  to- 
gether, however,  controlled  studies  of 
combined  approaches  have  demonstrated 
significant  benefit  over  pharmacologic 
treatment  alone.  In  one  study 

(Patel28,29),  five  of  20  patients  who  were 
on  medication  when  they  started  the  pro- 
gram were  able  to  discontinue  medi- 
cation completely  and  to  maintain 
acceptable  blood  pressure  levels  over  a 
12  month  period.  _ Another  seven  had 
between  a 1/3  and  2/3  reduction  in 
medication,  and  for  the  remainder  of  the 
patients  there  was  no  significant  re- 
duction in  medication  requirements. 
The  total  average  of  41%  reduction  in 
medication  requirements  for  the  ex- 
perimental group  was  in  addition  to  re- 
ductions in  blood  pressure  (138/85)  for 
the  combined  therapies  group,  vs.  162/ 
97  for  the  pharmacotherapy  only  group 

(p<001). 

In  addition  to  the  advantage  of  allowing 
decreased  medication,  biobehavioral  tech- 
niques show  advantages  in  maintaining 
compliance.  Numerous  pharmacologic  ap- 
proaches have  unpleasant  short  term  side 
effects,  which  obviously  discourage  com- 
pliance. Combined  pharmacologic  and  be- 
havioral techniques  on  the  other  hand  en- 
courage compliance,  in  that  the  patient  re- 
ceives a tangible  benefit  in  the  form  of  de- 
creased medication,  resulting  from  adher- 
ence to  the  behavioral  and  pharmacologic 
regime.  Moreover  the  patient  is  able  to  be 
involved  in  his  own  management  and  it 
would  appear  that  this  self  management 
approach  is  more  conducive  to  compliance 
than  is  one  which  the  patient  sees  as  being 
imposed  from  outside. 

It  appears  that  whereas  behavioral 
techniques  may  be  most  appropriate  in 
the  treatment  of  mild  hypertension,  al- 
most any  patient  can  be  introduced  bio- 
behavioral therapy,  in  one  form  or 
another.  The  central  theme  of  biobe- 
havioral techniques  is  to  involve  the  patient 
actively  in  his  own  therapy.  Pharma- 


cotherapeutic  regimens  should  be  initiated 
and  fully  explained  to  the  patient 
emphasizing  that  careful  maintenance  of 
both  the  pharmacologic  and  the  behavioral 
regimens  may  allow  a reduction  in  the 
number  and  dosage  of  prescribed  drugs. 
The  patient  should  be  encouraged  to  look 
forward  to  a possible  reduction  in  medi- 
cation as  a direct  result  of  adherence  to 
the  behavioral  regimen.  In  this  sense  the 
patient  can  feel  personally  responsible 
for  a measurable  and  monitored  improve- 
ment in  his  health  condition  and  a con- 
comitant reduction  in  his  need  for  medi- 
cation. 

Careful  research  comparing  combina- 
tions of  behavioral  and  pharmacologic  in- 
fluences on  essential  hypertension  will  be 
required  to  clinically  validate  particular 
biobehavioral  approaches.  Nonetheless  we 
feel  that  a cautiously  optimistic  view  of 
such  combined  approaches  is  warranted. 
The  general  lack  of  adverse  side  effects  for 
behavioral  methods  of  control,  and  the  ap- 
parent improvement  in  compliance  and 
patient  involvement  seem  to  warrant  more 
widespread  application. 

SUMMARY 

Hypertension  affects  between  10  and  15 
percent  of  the  adult  population,  with  ap- 
proximately 70  percent  of  this  group  being 
classified  as  mildly  hypertensive.  Pharma- 
cologic treatment  has  been  particularly  ef- 
fective in  reducing  blood  pressure  in  severe- 
ly and  moderately  hypertensive  patients, 
though  some  problems  have  been  encoun- 
tered. For  example,  long-term  mainte- 
nance of  lowered  blood  pressure  by  phar- 
macologic means  has  proven  especially 
nettlesome.  Some  patients  experience  un- 
desirable short-term  side  effects,  and  long- 
term compliance  with  drug  regimens  is 
estimated  to  be  only  20%  successful.  Con- 
sidering that  hypertension  is  a chronic  con- 
dition which  often  presents  early  in  the 
patient’s  life,  ethical  and  cost  issues  of  life - 
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time  treatment  must  be  considered.  The 
long-term  implication  of  lifetime  drug  reg- 
imens are  not  known  and  pharmacologic 
treatment  for  mild  hypertension  is  at  least 
questionable. 

Recent  studies  have  suggested  that  be- 
havioral approaches  may  augment  phar- 
macologic regimens  in  the  control  of  high 
blood  pressure  and  may  alleviate  some  of 
the  problems  associated  with  pharmaco- 
logic treatment.  Although  non-pharmaco- 
logic  approaches  such  as  exercise,  diet,  re- 
laxation techniques,  biofeedback,  medi- 
tation, and  psychotherapy  have  been  less 
effective  by  themselves  in  lowering  blood 
pressure  as  compared  to  pharmacologic 
agents,  pilot  studies  have  demonstrated 
their  potential  utility  in  maintaining 
pharmacologically  lowered  pressure,  with 
consequent  reduction  or  elimination  of 
medication  requirements.  Apparently, 
the  combinations  of  pharmacologic  and 
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WORKUP  AND  EVALUATION  OF  THE 
PATIENT  WITH  HIGH  BLOOD  PRESSURE 


DAVID  B.  PROPERT,  M.D.* 
MERRILL  A.  ANDERSON,  M.D .** 


When  the  practitioner  is  confronted 
with  a patient  with  an  elevated  blood 
pressure  reading,  he  must  begin  a series 
of  evaluations,  each  of  which  attempts 
to  answer  specific  questions  about  diag- 
nosis, prognosis  and  therapeutic  ap- 
proaches. 

The  basic  portions  of  evaluation 

are : 

1.  Establish  diagnosis  of  hyper- 

tension. Does  the  patient 
have  hypertension:  if  so, 

What  kind? 

a.  Sustained  hypertension 

b.  Borderline  hypertension 

c.  Transient  hypertension 

2.  Evaluate  target  organ  involve- 
ment. Has  the  hypertension 
caused  any  detectable  damage 
to  the  patient? 

3.  Identify  secondary  causes  of 
hypertension.  Does  the  patient 
have  a cause  that  should  be 
surgically  corrected? 

4.  Establish  data  base  for  specific 
treatment,  individualized  treat- 
ment, profiling.  Should  one 
use  stepped-care  approach? 
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Should  one  look  for  “vaso- 
constrictor” or  “volume  de- 
pendent” hypertension?  if  so, 
when? 

ESTABLISH  DIAGNOSIS 

The  Joint  National  Committee  on 
Detection,  Evaluation  and  Treatment  of 
Hypertension  (J.  N.  C.)  1 has  defined 
a protocol  for  establishment  of  the  diag- 
nosis of  hypertension  which  is  a useful 
initial  approach.  In  its  use  there  will  be 
neither  delay  in  treatment  of  the  high 
risk  patient  nor  unnecessary  treatment 
in  transient  or  borderline  hypertension. 

Definitions : 

Hypertension:  Greater  than 

160/95  mm  Hg. 

Normotension:  Less  than 

140/90  mm  Hg. 

Borderline  hypertension:  140/ 
95  to  160/95  mm  Hg. 

Because  many  persons  will  have 
a random  blood  pressure  in  the  “hyper- 
tensive” range  it  is  necessary  to  obtain 
an  average  of  several  determinations 
to  classify  the  patient  before  proceeding 
with  therapy.  With  the  exception  of 
patients  with  especially  high  diastolic 
(120  or  greater)  pressure  on  initial  exam- 
ination, most  patients  should  have  at 
least  three  BP  determinations  at  least 
one  week  apart  to  establish  diagnosis  and 
establish  “baseline”  pressures  to  mon- 
itor therapy  if  and  when  instituted. 
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Patients  in  whom  the  blood  pressure 
average  is  borderline  must  be  followed 
more  closely  since  such  patients  have  2 to  3 
times  the  incidence  of  developing  sustained 
hypertension  in  follow-up  (between  10  - 
25%  in  some  studies).  Patients  with 
occasional  elevated  readings  (labile)  have 
similar  incidences  and  should  be  followed- 
up  (Table  1). 

Patients  who  have  BP  readings  at 
any  time  (initial  or  follow-up)  over  160/95 
should  have  confirmation  within  one 
month.  A diagnosis  of  sustained  hyperten- 
sion and  classification  should  then  be  made 
by  readings  on  at  least  three  visits— at  least 
one  week  apart. 

There  is  a question  of  what  consti- 
tutes a valid  follow-up  blood  pressure  read- 
ing. Because  of  anxiety  associated  with 
initial  visits  to  a practitioner  (especially 
when  an  observed  elevated  BP  is  “cause” 
for  the  visit)  several  recordings  should  be 
made.  The  exact  number  is  unknown, 
but  it  seems  reasonable  to  record  the  aver- 
age of  3 to  4 readings  taken  5 minutes 
apart,  before  “diagnosing”  hypertension 
at  a single  visit.  This  seems  conservative, 
but  is  of  low  cost. 

Of  course  other  precautions  and 
standards  which  must  be  observed  are: 


1.  Use  of  appropriate  size  cuff, 

—width:  2/3  distance  between 

shoulder  and  elbow. 

—length:  2/3  circumference  of 

the  arm,  cuff  positioned  over 
brachial  artery. 

—use  special  cuff  or  forearm  in 
very  obese. 

2.  Only  inflate  30  mm  above  dis- 
appearance of  pulse. 

3.  Deflate  at  2 to  3 mm  Hg  per 
second. 

4.  Diastolic  defined  as  disappear- 
ance of  KOROTKOFF  sounds. 
Phase  V. 

5.  Completely  release  pressure  in 
cuff  before  reinflating. 

6.  Patient  sits  comfortable  for  at 
least  5 minutes  before  record- 
ing. 

7.  Support  patients’  arm  at  heart 
level. 

8.  Assume  regular  rhythm. 


Table  1 


J.  N.  C.  Recommendations  (Adults): 

Initial  Measurement* 

Action 

Average  Diastolic  BP 

Action 

Diastolic  >1 20 

Prompt  Evaluation 
and  T reatment 

>120 

Immediate  Evaluation 
and  Treatment 

>160/95  ->-+-* 

Confirm  within  one 
month 

105-  119 

Treatment  Indicated 

140/90  - 1 60/95  -*•  h.  + 

Under  50  years 
Check  within  2-3 
months 

90-104 

Possible  Treatment 

140/90-  1 60/95  -»  -♦  -*• 

Above  50  years 
Check  within  6-9 
months 

90 

Annual  Re-evaluation 

*Also  should  include 

patients  in  whom  follow-up  reveals  these  measurements. 
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9.  Accurately  calibrated  mano- 
meter (aneroid  frequently  inac- 
curate). 

10.  Repeat  readings  at  least  2 min- 
utes apart. 

11.  Check  in  both  arms  to  assure 
“equality.” 

Once  elevated  BP  has  been  establish- 
ed, recording  BP  in  supine,  sitting,  and 
standing  positions  may  give  additional  diag- 
nostic information  as  well  as  be  helpful  in 
monitoring  certain  forms  of  therapy. 

EVALUATE  TARGET  ORGAN 
INVOLVEMENT 

Once  the  diagnosis  of  hypertension 
is  established  one  is  faced  with  a series 
of  questions  that  have  to  do  with  prog- 
nosis, therapy,  and  monitoring  of  course: 

Is  there  evidence  of  end  organ  dam- 
age? 

Is  there  evidence  of  disease  present 
which  hypertension  is  a compli- 
cation? 


Is  there  evidence  of  a cause  of  hyper- 
tension which  is  potentially 
curable  by  surgical  interven- 
tion? 

Most  of  this  evaluation  can  be  car- 
ried out  by  thorough  clinical  evaluation 
(history  and  physical  examination)  and  a 
minimum  of  laboratory  studies.  Infor- 
mation obtained  from  the  above  will  usual- 
ly screen  for  most  “curable  secondary 
causes”  and  are  most  effectively  searched 
for  by  specific  testing  rather  than  “com- 
plete” evaluation  of  all  patients.  Persistent 
hypertension  may  initiate  more  detailed 
search  for  secondary  causes. 

Suggested  historical  information  for 
hypertension  evaluation  is  shown  in  Ap- 
pendix I and  is  taken  from  SHEPS , et  al2 

The  target  organs  of  sustained 
hypertension  are  the  heart,  brain,  ocular 
fundi  and  kidneys.  The  data  needed  to 
evaluate  these  organs  are  shown  in  Table  2. 

It  seems  clear  that  unless  certain 
history  and  physical  examination  findings 
indicate  otherwise,  a minimun  of  labora- 
tory studies  need  to  be  made  for  most 
patients  with  hypertension. 


Table  2 


DATA  NEEDED  TO  EVALUATE  TARGET  ORGANS 


Heart 

—Angina 

HISTORY 

X 

PHYSICAL 

LAB 

—Myocardial  Infarction 

X 

- 

X-ECG 

—Enlargement 

- 

X 

X—ECG, Chest  x-ray 

— Failure 

X 

X 

X— Chest  x-ray 

Brain 

— T.I.A.'s 

X 

X 

- 

—Stroke  (Type) 

X 

X 

— 

—Hypertensive 

Encephalopathy 

X 

X 

- 

Kidneys 

X 

— 

X— Creatinine  (BUN) 

Fundi* 



X 

Urinalysis 

Vascular 

X 

X 

X— Arteriogram 

*The  Keith— Wagener—  Barker  classification  is  useful  prognostically  and  for  monitoring  therapy.  This  classification 
is  shown  in  Appendix  II. 
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J.  N.  C.  RECOMMENDATIONS 
INCLUDE: 


1. 

Hematocrit 

2. 

Urinalysis  for  protein,  blood, 

and  glucose  (Dipstick) 

3. 

Creatinine  and/or  Blood  Urea 

Nitrogen  (BUN) 

4. 

Serum  potassium 

5. 

Electrocardiogram 

Also 

useful  are  chest  x-ray,  blood 

sugar,  serum  cholesterol,  serum  uric  acid, 
microscopic  urinalysis  and  blood  count 

(Table  3). 

In  a practitioner’s  office  a hemato- 
crit to  evaluate  blood  count,  a “dip  stick’’ 
urine  exam  for  protein,  blood  and  glu- 
cose, a BUN  (or  creatinine),  potassium 
and  ECG  could  reduce  the  minimal  tests 
for  end  organ  evaluation  (as  well  as  screen 
for  renal  and  adreno-cortical  secondary 
causes)  to  S49.00  or  less. 

Hematocrit  S3. 00  (est) 

Urine  dip  stick  3.50  (est) 

Serum  potassium  8.00 
BUN  (creatinine)  9.50 
ECG  25.00  (est) 

$49.00 

It  seems  reasonable  that  in  patients 
with  “moderate”  HBP  without  clinical 


'history  and  physical)  evidence  of  addition- 
al end  organ  disease  only  the  minimum 
studies  need  be  carried  out.  It  is  also  clear 
that  abnormalities  in  certain  screening 
procedures  will  lead  to  some  additional 
specialty  testing  both  to  evaluate  effect 
on  end  organs  and  to  find  “curable”  causes 
of  hypertension. 

IDENTIFY  SECONDARY  CAUSES  OF 
HYPERTENSION 

Besides  discovering  diseases  in  which 
hypertension  is  “only”  a feature,  a major 
concern  is  finding  cases  in  which  there  is 
a “curable  cause”  (usually  surgical)  for 
hypertension.  Ideally  if  there  is  a “simple” 
low  risk  surgical  treatment  for  certain 
causes  of  hypertension  the  assumption  is 
made  that  this  is  preferable  to  “life  time” 
therapy  with  drugs. 

In  addition,  certain  surgical  lesions 
carry  risks  additional  to  the  hypertension 
itself  and  these  should  be  treated  surgically 
when  found,  especially  in  younger  persons 
(e.g.  pheochromocvtoma,  Cushings  disease, 
renal  artery  stenosis). 

The  agressive  approach  to  identifying 
secondary  causes  advocated  in  the  past 
seem  no  longer  valid  for  most  patients. 
Factors  which  have  altered  this  approach 
have  been: 

(1)  the  cost  ineffectiveness  of  such 
searches; 


Table  3 

COST  OF  RECOMMENDED  AND  USEFUL  TESTS  IN  A MAJOR  CITY  HOSPITAL  IN  SOUTH  CAROLINA 


Complete  blood  count 
Urinalysis 

SMA— 6*  (includes  sodium. 

$14.00 

10.00 

12.50 

or  SMAC*  (also  includes 

SI  4.00 
10.00 
25.00 

potassium,  C02,  chloride, 
BUN,  and  blood  sugar) 

Electrocardiogram 
Chest  X-ray 

31.00 

23.00 

$90.50 

creatinine,  uric  acid, 
calcium,  cholesterol 
triglycerides) 

31.00 

23.00 

$103.00 

*These  tests  may  also  screen  for  certain  "secondary  causes"  of  hypertension  as  well  as  provide  baseline  data  for  therapy 
(e.g.  potassium,  calcium,  glucose). 
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(2)  many  causes  can  be  suspected 
on  the  basis  of  routine  his- 
tory, physical,  and  simple  lab- 
oratory tests; 

(3)  the  incidence  of  “curable” 
causes  is  less  than  previously 
thought;  and 

(4)  many  secondary  forms  can  be 
managed  (controlled)  with  sim- 
ple antihypertensive  therapy  at 
low  risk. 

In  view  of  these  factors  a “selective” 
approach  has  been  developed  whereby 
certain  physical,  historical,  and  laboratory 
tests  indicate  specific  additional  diagnostic 
tests  rather  than  massive  screening. 

CAUSES  OF  SECONDARY 
HYPERTENSION 

Coarctation  of  Aorta* 

Drugs  — Amphetamines 

— Oral  contraceptives,  estro- 
gens 

— Steroids 

— Thyroid  hormones 


— Vasculitis 

Renovascular  Hypertension* 

* Potentially  curable  surgically 

The  incidence  of  secondary  causes 
and  especially  curable  causes  is  less  than 
previously  thought.  A review  of  frequency 
through  1976  gives  the  following  figures 
(from  Kaplan) : 3 


DIAGNOSIS 

GIFFORD 

FERGUSON 

BERGLUND 

% 

% 

% 

Essential 

89 

90 

94 

Chronic  renal 

disease 

5 

2 

4 

Renovascular 

4 

3 

1 

Coarctation 

1 

■ 

1 

Primary  Aldo- 

steronism 

0.5 

0.4 

0.1 

Cushing's  Syn- 

drome 

0.2 

- 

- 

Pheochromocy 

toma 

0.2 

— 

— 

Oral  contra- 

ceptive 

4 

(men  only) 

Number  of  pa- 

tients 

4939 

246 

689 

Endocrine  Disease 

— Hypothyroidism 
— Thyrotoxicosis* 

— Acromegaly* 

— Cushing’s  Syndrome* 

— Hypercalcemia* 

Pheochromocytoma* 

Primary  Hyperaldosteronism* 

Renal  Parenchymal  Disease 

— Chronic  pyelonephritis 
— Congenital  renal  disease 
— Diabetic  nephropathy 
— Glomerulonephritis 
— Gout 

— Interstitial  nephropathy 
— Obstructive  uropathy 
— Polycystic  disease 


A more  recent  estimation  of  inci- 
dence based  on  the  experience  at  the  Mayo 
Clinic  with  surgical  treatment  of  hyper- 
tension indicated  a much  lower  incidence 
of  surgical  hypertension  in  hypertensives  in 
clinical  practice.  The  estimate  was  0.18% 
for  renal  artery  sterosis,  0.04%  pheo- 
chromocytoms  and  0.01%  for  aldosterone 
producing  adenoma.4 

Most  authors  agree  that  most  cases 
of  secondary  hypertension  can  be  suspect- 
ed on  the  data  from  the  history  and  phys- 
ical examination.  Excretory  urogram, 
serum  renin,  and  catecholamine  studies 
are  usually  not  needed  unless  certain 
features  are  present. 

Appendices  III  and  IV  give  some 
of  the  historical  and  physical  examination 
information  which  leads  one  to  suspect 
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secondary  causes  and  may  indicate  ad- 

ditional studies. 

In  general  more  specific  studies  may 
be  indicated  in  the  following  patients 
at  high  risk  for  secondary  hypertension: 

1.  less  than  35  years  of  age 

2.  abrupt  onset  of  hypertension 

3.  negative  family  history 

4.  patients  with  severe  elevation 

or  with  exceptional  cardio- 
vascular risk  (high  benefit  if 
found) 

5.  failure  to  respond  to  empiric 

therapy 

6.  feature  indicative  of  secondary 

hypertension 

A recent  review  by  Grim,  et  al . 8 
of  the  sensitivity,  specificity,  and  predict- 
ability of  the  potential  screening  tests 
(renography,  bruit,  plasma  renin  activity 
and  response  to  Saralasin  infusion)  for 
renal  vascular  hypertension  indicates  high 
specificity,  moderate  sensitivity,  but  low 
predictive  value,  especially  in  low  preva- 
lence situations.  It  seems  reasonable  at  this 
point  in  time  to  proceed  with  these  studies 
only  with  specific  historical  or  physical 
examination  indications.  These  results  will 
help  predict  presence  of  reno-vascular 
disease  and  a risk-benefit  analysis  of 
renal  arteriogram  and  renal  venous  renin 
measurements  in  a particular  patient. 

Present  “state  ot  the  art’7  indicates 
that  routine  search  for  curable  secondary 
causes  of  hypertension  is  not  cost  effective 
(monetary  or  risk  to  patient)  for  most 
patients  with  hypertension.  The  incidence 
of  such  cases  is  low  in  the  general  hyper- 
tensive population,  many  of  the  tests  are 
not  sensitive  and  special  tests  will  be  more 
useful  when  performed  on  basis  of  “suspi- 
cions” from  routine  clinical  examination 
and  screening  tests. 

Hypertension  resistant  to  therapy, 
may  indicate  the  need  to  search  further 
for  secondary  causes.  Gifford  and  Tarazi9 


have  pointed  out  that  one  must  rule  out 
other  causes  of  “resistance”  which  may 
be  more  common  - such  as  lack  of  com- 
pliance with  therapy  and  inappropriate 
or  inadequate  drug  treatment. 

INDIVIDUALIZED  TREATMENT 
APPROACH  - PROFILING 

It  is  not  within  the  scope  of  this 
paper  to  review  the  evidence  for  the  dif- 
ferent forms  of  essential  hypertension. 

The  evidence  does  indicate  that 
many  patients  with  essential  hypertension 
have  a volume  dependent  hypertension 
associated  with  expanded  blood  volume 
accompanied  by  low  renin.  Such  patients 
respond  well  to  diuretics.  At  the  other 
end  of  the  spectrum,  there  are  patients 
with  “pure”  vasoconstrictive  hypertension 
associated  with  high  plasma  renin.  Such 
patients  respond  well  to  beta  blockade. 
Many  patients  have  a mixed  component 
hypertension.  In  view  of  the  different 
responses  of  the  two  types  to  diuretics 
and  beta  blockers,  many  authors  have 
advocated  that  before  instituting  therapy, 
profiling  as  to  role  of  renin  in  the  type 
of  hypertension  would  be  useful  and  would 
help  individualize  (specify)  therapy.  Pos- 
sibly this  would  allow  the  use  of  less 
drugs  than  the  standard  stepped  care 
approach  now  advocates  (Appendix  V). 

Plasma  renin  activity  (cost  about 
$29.00)  is  a minimum  test  for  such  pro- 
filing, but  requires  significant  care  in  col- 
lection of  samples,  salt  intake,  and  control 
of  other  factors. 

The  development  of  Angiotensin  II 
blocker  (Saralasin)  infusions  may  make 
such  screening  easier  in  the  future  and  help 
in  pointing  out  possible  cases  of  renovas- 
cular hypertension. 

Since  the  majority  of  patients  with 
essential  hypertension  have  a volume 
component,  only  a small  percentage  of 
patients  wouldn’t  respond  in  part  to 
initial  treatment  with  diuretics.  The 
stepped  care  approach  would  ultimately 
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add  other  drugs  to  patients  who  don’t 
respond.  In  addition,  patients  in  whom 
beta  blockade  or  beta  blockers  are  initiated 
may  develop  volume  expansion  and  require 
the  addition  of  diuretics  to  control  blood 
pressure.  The  final  therapy  may  “end  up” 
at  the  same  place. 

At  the  present  state  of  the  art 
for  most  uncomplicated  hypertension  there 
does  not  seem  to  be  a strong  indication 
for  profiling  as  opposed  to  the  stepped 
care  approach.  The  presence  of  more  than 
one  subset  of  essential  hypertension  has 
pointed  out  the  need  to  pursue  this  further 
with  the  ultimate  purpose  of  individualiz- 
ing and  optimizing  therapy  with  the  least 


amount  of  risk  (toxicity). 

The  above  has  reviewed  the  basic 
work-up  and  evaluation  of  a patient  in 
whom  an  elevated  blood  pressure  is  found 
and  who,  on  repeated  examinations,  is 
found  to  have  sustained  hypertension. 
It  is  clear  that  many  patients  in  certain 
subcategories  or  with  resistant  hyperten- 
sion will  require  screening  for  secondary 
causes  which  will  then  initiate  a much  more 
extensive  evaluation  to  rule  out  causes 
such  as  pheochromocytoma  and  reno-vas- 
cular  hypertension.  It  was  not  within 
the  scope  of  this  paper  to  evaluate  these 
methods. 


Appendix  I 

INFORMATION  FOR  THE  HYPERTENSION  CONSULTATION 


Family  history  of  elevated  BP: 

Mother 

Yes 

No 

Yes 

..  Brothers  

No 

Father 

..  Sisters  

Patient  history: 

First  told  of  elevated  BP 
First  treated  for  elevated  BP 
Highest  level  of  BP  known 
Current  BP  medicine: 

YEAR 

YEAR 

Other  medications  currently  or  recently  taken: 

Last  day  taken: 

Bad  reaction: 

Yes  No 

Elevated  BP  in  pregnancy  

Hormone  pills  

Birth  control  pills  


Have  you  had  any  of  the  following  problems? 

Yes  No 

Kidney  disease  

Infections  

Stones  

Blood  in  urine  

Albumin  in  urine  

Frequency  of  urination  

Urinating  after  bed  

Ankle  swelling  

Leg  or  muscle  cramps  

Flushing  spells  or 

sweating  spells  

Recent  weight  gain  

Recent  weight  loss  

Heart  palpitations  

Chest  pains  

Heart  attacks  

Family  history  of 

kidney  disease  


Yes  No 

Shortness  of  breath  

Asthma  or  wheezing  

Heart  Failure  

Diabetes  

Goiter  or  thyroid  disease  

Elevated  Cholesterol  or 

fats  in  blood  

Distress  in  legs  with 

walking  

Gout  

Numbness  or  tingling  of 

face,  hands,  or  arms  

Stroke  

Blurred  vision  

Headaches  

Impotency  


2 

From  Sheps 
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Appendix  II 

OPHTHALMOSCIPIC  CLASSIFICATION  OF  HYPERTENSION* 

Keith— Wagener— Barker  group 


Findings 

1 

2 

3 

4 

Retinal  arterioles 

Sclerosis 

>1 

1 or  more 

0-4 

0-4 

General  narrowing 

0-4 

0-4 

0-4 

0-4 

Focal  narrowing 

0-4 

0-4 

0-4 

0-4 

Hemmorages 

- 

+ 

+ 

± 

Exudates 

- 

— 

+ 

± 

Papilledema 

- 

- 

- 

+ 

*Grading  of  sclerosis:  1 . brightening  or  increased  luster  of  arterioles,  mild  depression  of  veins  at  points  of  arter- 
iolar crossing;  2.  burnished  coppery  color  of  arterioles  with  definite  depression  of  underlying  veins,  widening  of  ap- 
parent arteriovenous  crossing  spaces;  3.  polished  silver  color  of  arterioles,  widening  of  apparent  arteriovenous  crossing 
spaces  with  change  in  course  of  veins  ("right  angle  crossings”),  complete  invisibility  of  portions  of  veins  crossing  arterioles 
and  distal  dilatation  of  veins;  and  4.  arterioles  visible  only  as  fibrous  cords  without  a bloodstream.  Grading  of  narrowing: 
1.  reduction  of  caliber  of  arterioles  to  % average  caliber  (or  V2  caliber  of  veins);  2.  reduction  of  caliber  of  arterioles 
to  V2  average  caliber;  3.  reduction  of  caliber  of  arterioles  to  one  third  average  caliber;  and  4.  arterioles  threadlike  or 
invisible.  + = present;  ±=  may  or  may  not  be  present;  — = absent. 

2 

From  Sheps 
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EVALUATION  OF  SECONDARY  CAUSES  BY  HISTORY  AND  PHYSICAL  EXAMINATION 


SUSPECT: 

IF  ON  HISTORY: 

IF  ON  PHYSICAL: 

Pheochromocytoma 

Spells  with  sweating,  palpitations, 

Orthostatic  hypotension  (also  seen 

lightheaded  ness  frequently  precip- 
itated by  trauma,  emotional  stress, 
sex,  and  postural  changes 

Glycosuria 

Family  history  including  parathyroid 
and  thyroid  disease 

in  uremia  and  diabetes  mellitus) 

Renal  Disease 

Recurrent  urinary  tract  infections 
History  of  bloody  or  cloudy  urine 
Nocturia,  enuresis 
Gout 

Renal  T rauma 
Diabetes  Mellitus 

Polycystic  disease  Berry  aneurysm 

Palpable  kidneys 

Coarctation 

BP  in  arms  greater  than  in  legs 
Delayed  femoral  pulse 

Renal  Artery  Stenosis 

Abdominal  bruits 

Birth  Control  Pills 

Appropriate  history 

Primary  Aldosteronism 

Weakness,  leg  cramps 
Polyuria,  nocturia 
T etany 
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Cushings  Disease 

Amenorrhea,  weight  gain 

Purple  striae,  moon  facies,  buffalo 
hump,  bizarre  personality,  ecchy- 
mosis,  truncal  obesity,  polycythem- 

Hirsuitism, easy  bruising 

ic  facies 

Thyroid  Disease 

Amenorrhea 

Wide  pulse  pressure,  atrial  fibril- 
lation proptosis,  thin,  jittery,  in- 

weight loss  or  gain 

creased  reflexes,  smooth  skin, 
goiter  - Hyperthyroidism 

Change  in  personality 

Apathetic,  slow  heart  rate,  quiet 
heart,  non-pitting  edema,  depressed 
reflexes,  goiter  - Hypothyroidism 

Adrenogenital  Syndrome 

Precocious  puberty  in  male 
Hirsuitism  in  female 

Acromegaly 

Increasing  hand  and  foot  size 
Increaseing  prominence  of  mandible 

Mandibular  prognathism, 
Big  hands  and  feet 

Collagen  Vascular  Disease 

Polyserositis 

Sclerodactyly 

(Progressive  Systemic 

Butterfly  rash 

Sclerosis,  SLE) 

Skin  changes 

Raynaud's 

Licorice  Ingestion 

Eating  licorice  during  interview 

Appendix  IV 


Urinary  Test  (Catecholamines,  VMA,  or  Metanephrines) 
for  Pheochromocytoma  - Indications 

Paroxysmal  headache 
Palpitations 
Unusual  perspiration 
Pallor 

Tachyarrhythmias 
T remulousness 

Great  lability  in  blood  pressure  or  pressor 
response  to  antipressor  agents  or  during 
anesthesia 

Evidence  of  hypermetabolic  state  (for  ex- 
ample, weight  loss,  diabetes) 

Severe  hypertension  (high  BP  levels  and 
retinopathy) 

Suprarenal  mass  (roentgenogram) 


Excretory  Urography  - Indications 

Hypertension  of  very  recent  onset 

Age  at  onset  at  less  than  40  years  or  more 
than  60  years 

History  of  flank  pain,  renal  calculi,  significant 
urinary  tract  infection,  abdominal  trauma, 
or  impaired  renal  function 

Abnormal  urinalysis 

Presence  of  abdominal  bruit  suggesting 
renal  artery  disease  or  of  palpable  renal 
mass 

Severe  hypertension  (high  BP  levels  and 
retinopathy) 

Recent  acceleration  of  previously  chronic, 
quiescent  course 

2 

Modified  from  Sheps 


Appendix  V 

CLASSIFICATION  OF  ESSENTIAL  HYPERTENSION  - BASED  ON  THERAPY 


Renin  Profile 

Low 

Normal 

High 

Response  to  Initial 
Diuretic 

Normalized  BP 

Reduced  BP 

No  Response 

Classification 

Volume  Dependent 

Mixed  Component 

Vasoconstrictive 

Treatment 

Diuretics 

Diuretics 

Renin  Inhibitor  (If 
severe,  add 
vasodilator) 

Renin  Inhibitor 
(Add  diuretics  and/or 
vasodilator) 

Renin  Inhibitors 

Beta  Blockers:  Propranolol,  Metaprolol,  Nadolol 
Others:  Reserpine,  Guanethidine,  Clonidine,  Methyldopa 
Vasodilators 

Hydralazine,  Prazosin,  Minoxidil 
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DRUG  COMPLIANCE : SOME  ASPECTS  OF 
IMPROVING  COMPLIANCE  WITH  THERAPY 
IN  THE  HYPERTENSIVE  PATIENT 


NEWTON  C.  BRACKETT,  JR.,  M.D  * 


Before  considering  some  aspects  of 
compliance  in  the  hypertensive  patient,  it 
is  first  necessary  to  justify  such  interven- 
tion on  a major  scale.  Criteria  justitying 
such  attempts  to  intrude  in  the  lives  of 
major  segments  of  the  population  by  phy- 
sicians or  anyone  else  should  include 
certain  features.1  First,  it  should  be  clearly 
demonstrated  that  the  disease  causes 
significant  morbidity  or  mortality.  There 
must  be  therapy  of  proved  benefit.  Next, 
the  negative  aspects  of  intervention  should 
not  outweigh  the  benefits.  Finally,  poor 
compliance  to  a beneficial  regimen  should 
result  in  morbidity  and  mortality  similar 
to  the  untreated  condition.  I believe 
that  it  has  been  established  that  hyperten- 
sion and  its  consequences  fulfill  these 
criteria. 

With  this  justification  established  I 
would  like  to  consider  a few  commonly 
accepted  causes  for  the  lack  of  adherence 
and  suggest  a few  remedies  for  improving 
compliance  among  the  population  of 
hypertensive  patients.  One  of  the  best 
models  which  reflects  patient’s  attitudes 
toward  disease  is  the  Health  Belief  Mod- 
el2 which  originally  related  to  the  ep- 
idemiology of  the  utilization  of  available 
preventive  medicine  immunizations.  This 
theory  was  modified  by  Rosenstock  and 
later  by  Becker  and  has  been  applied  to 
the  management  and  study  of  the  hy- 
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pertensive  patient.  This  model  seems  to 
apply  to  the  study  of  adherence  as  we 
currently  approach  it,  while  allowing 
flexibility  in  considering  other  possibili- 
ties as  more  quantitative  information 
becomes  available  to  assess  this  aspect 
of  medical  care  in  the  hypertensive  pa- 
tient. The  essential  features  of  the  Health 
Belief  Model  include:  (1)  that  the  patient 
has  perceived  vulnerability  to  the  illness; 
(2)  that  there  is  perceived  seriousness  of 
the  illness;  (3)  that  there  is  a perceived 
efficacy  of  treatment  that  can  be  applied; 
(4)  that  there  are  cues  for  action  includ- 
ing family,  community,  neighborhood 
and  other  sources;  and  (5)  finally,  a relative 
absence  of  impediments  to  accomplishing 
the  recommended  behavior.3  You  can 
see  that  within  these  broad  strokes  the 
more  specific  causes  of  compliance  and 
non-compliance  in  the  hypertensive  pop- 
ulation are  suggested  by  this  model. 

Among  the  first  causes  of  non-ad- 
herence in  hypertensives  is  the  asympto- 
matic nature  of  the  disease.  It  is  impor- 
tant that  as  we  consider  the  lack  of  ef- 
fective communication  between  patients 
and  physicians  that  we  recognize  some 
misconceptions  that  are  allowed  to  con- 
tinue. Importantly  among  these  is  the 
fact  that  many  people  believe  hyperten- 
sion is  symptomatic.  That  is,  if  you  have 
a significant  disease,  one  should  be  aware. 
We  know  that  this  is  probably  not  true. 
Many  patients  think  they  can  tell  when 
their  blood  pressure  is  particularly  high; 
this  is  easily  demonstrated  not  to  be  true. 
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Some  unfortunately  confuse  control  with 
cure  and  thus  the  lack  of  need  for  long 
term  therapy.  Furthermore,  hypertension  is 
confused  in  many  people’s  minds  with  ten- 
sion, and  some  people  think  that  stress, 
anxiety  and  nervousness  is  what  hyper- 
tension means,  not  relating  it  at  all  to  ac- 
tual blood  pressure  elevation.  And  finally, 
many  people  believe  that  there  are  sub- 
stitute methods,  for  example,  diet,  exer- 
cise, and  thought  control,  that  will  control 
hypertension.  This  is  not  to  say  that  these 
aspects  of  care  aren’t  important,  but 
most  would  agree  that  they  are  not  prime 
modalities  for  long-term  control  of  blood 
pressure.4 

What  about  the  symptomatic  nature  of 
high  blood  pressure?  I think  that  it  is 
clear  from  the  data  in  Table  I,  that  the  five 
common  symptoms  we  have  associated 
with  high  blood  pressure  are  in  fact,  not 
related  to  actual  levels  of  blood  pressure. 
This  data  says,  at  least  in  this  group  of 
patients,  that  the  level  of  blood  pressure 
does  not  correlate  with  the  symptoms 
that  patients  report.  Many  patients  also 
believe  that  there  is  a characteristic  per- 
sonality that  determines  if  an  individual 
is  hypertensive.  Most  agree  that  there  is 


Table  1 

Percentage  of  Subjects  Reporting 
Selected  Synptoms,  According  to  Level  of 
Diastolic  Blood  Pressure 


Symptom 

Diastolic  Blood  Pressure 
(Mm  Hg) 

Summary 

Linear 

Chi  Square 

90 

90-99 

100 

Headache 

22.5 

21.5 

25.1 

0.1 

Epistaxis 

11.4 

9.4 

12.2 

0.1 

Tinnitus 

9.3 

9.1 

7.8 

1.1 

Dizziness 

9.4 

10.8 

11.5 

3.2 

Fainting 

24.4 

20.7 

15.8 

11.5  (p  0.01) 

Subjects 

Examined 

5,447 

754 

383 

New  England  Journal  of  Medicine.  287: September,  1972. 


no  clear  cut  personality  type,  but  one  in- 
teresting study  did  assess  what  type  events 
might  lead  to  an  increase  in  blood  pressure 
in  a given  subject.  The  events  or  circum- 
stances that  seem  to  provide  stress  in- 
clude: (1)  that  the  outcome  of  the  event 
was  uncertain;  (2)  that  the  possibility  of 
bodily  or  psychological  harm  existed; 
(3)  that  the  “fight  or  flight”  response  was 
considered  but  not  an  appropriate  form 
of  behavior  and  thus  added  stress;  and  (4) 
that  a vigilant  attitude  was  required  until 
the  event  was  concluded.5  In  general 
terms  these  conditions  could  be  related 
to  many  job  circumstances;  probably  most 
of  our  medical  students  would  say  that 
this  is  the  way  they  live.  Finally,  if  one  is 
considering,  as  we  are  in  this  conference, 
the  subject  of  hypertension  in  the  rural 
setting,  I would  think  that  if  I had  a crop 
of  tobacco  in  and  the  weather  wasn’t 
favorable,  all  of  these  things  would  be 
applicable.  I don’t  know  whether  that  is 
true  or  not,  but  it  is  something  worthy 
of  consideration. 

Another  cause  for  the  lack  of  com- 
pliance among  hypertensives  is  the  lack 
of  understanding  of  the  risks  of  uncon- 
trolled hypertension.  Certainly  there 
have  been  major  efforts  since  data  from 
the  randomized  V.A.  Study6  became 
available  to  educate  the  public  and  health 
professionals.  Acturial  data  provided 
by  the  life  insurance  companies  also 
suggest  that  modest  elevations  of  blood 
pressure  have  a pronounced  effect  on 
life  expectancy.  A thirty-five  year  old 
man,  for  example,  with  a blood  pres- 
sure of  150/100  mm  Hg  will  have  a 
shorter  life  on  the  average  by  16.5  years 
if  his  hypertension  remains  untreated. 
These  facts  can  provide  an  approach 
to  patients  and  probably  contribute  to 
their  understanding  of  their  disease. 

Another  cause  for  non-compliance 
in  hypertensives  on  therapy  is  the  innap- 
propriate  usage  of  drugs,  aggrevating 
side  effects,  and  interference  with  life 
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styles  that  these  problems  produce.  I 
will  not  go  into  a detailed  review  of  the 
side  effects  of  antihypertensive  drugs 
in  this  discussion  but  it  is  clear  that  the 
clinicians’  choice  of  therapy  for  indiv- 
idual patients  is  extremely  important. 
We  must  individualize  therapy.  We  have 
to  learn  how  to  elicit  aggrevating  side- 
effects  and  to  determine  how  we  can 
minimize  the  interference  with  a pa- 
tient’s life  style.  In  a group  of  159  pa- 
tients in  an  outpatient  setting  we  look- 
ed at  the  results  of  therapy  during  a 48 
month  period.  The  incidence  of  side- 
effects  as  perceived  by  the  patient  using 
a detailed  questionnaire  was  impressive. 
This  did  not  include  a placebo  period, 
but  some  studies  have  shown  that  pa- 
tients on  placebo  have  side-effects  almost 
as  often  as  those  on  drugs.  My  view 
about  this  is  that  whether  or  not  a symp- 
tom is  due  to  placebo  or  drugs,  if  the 
patient  perceives  that  it  is  due  to  pre- 
scribed therapy,  he  won’t  take  the  med- 
ication regularly.  We  must  remember 
that  patients  have  no  responsibility  to 
be  a doctor  or  scientist.  They  are  just 
people  with  problems  for  which  they 
are  seeking  relief.  We  found  that  38% 
of  the  patients  on  Thiazide  diuretics 
(26  out  of  77  patients)  had  a disturb- 
ing if  not  significant  effect  that  could 
be  discovered  on  careful  questioning. 
Similar  figures  for  Reserpine  (39%),  Al- 
domet  (10%),  Spironolactone  (6%)  and 
Apresoline  (14%),  suggests  that  drugs 
could  be  invoked  as  causing  a perceived 
problem  in  approximately  37%  of  pa- 
tients. These  effects  weren’t  always  life- 
threatening,  but  that  is  not  the  issue. 
You  don’t  have  to  threaten  one’s  life 
to  cause  him  to  stop  taking  medication. 
Some  studies  have  indicated  that  drug 
side-effects  account  for  only  3-7%  of 
patients’  withdrawal  from  therapy.  I 
believe  this  is  a low  figure. 

Going  on  to  other  causes  of  non- 
compliance  we  should  consider  the  socio- 
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economic  disadvantage  of  having  the  diag- 
nosis made.  These  include  the  cost  of 
drug,  insurability  and  employment.  Let’s 
look  for  a moment  at  the  cost  of  a regi- 
men for  a very  simple  drug  plan  using 
a Thiazide  once  a day  and  Aldomet  250 
mgs  four  times  a day.  On  this  regimen, 
the  Thiazide  costs  approximately  $2.40 
a month  ($28.00  a year)  and  the  Aldomet 
$14.00  a month  ($172.00  a year).  This 
relatively  simple  regimen  costs  about 
$200.00  a year,  if  you  look  at  a little 
more  complex  regimen  of  a patient  re- 
quiring three  drugs,  you  can  see  that 
the  addition  of  Inderal  at  $14.40  per 
month  and  Apresoline  25  mgs  T.I.D. 
at  $7.20  a month  results  in  a total  year- 
ly bill  of  about  $291.00.  More  serious 
hypertensive  patients  that  are  refractory 
to  treatment  and  need  additional  therapy 
can  easily  approximate  costs  of  $300.00 
to  $500.00  a year.  I think  this,  for  many 
segments  of  the  population,  is  a problem 
affecting  patient  adherence  to  a given 
treatment  regimen  which  poses  a sig- 
nificant problem.  Another  aspect  of  the 
socio-economics  of  hypertensive  disease 
is  related  to  something  less  often  talked 
about,  but  in  individual  patients  is  a 
very  important  point.  It  also  provides 
the  physician  or  the  health  professional 
dealing  with  their  problem  a certain  a- 
mount  of  leverage  in  improving  com- 
pliance via  patient  education.  This  re- 
lates to  insurability.  As  an  example,  a 
55  year  old  man  with  a blood  pressure 
of  165/105  mm  Hg  has  to  pay  $46.00 
per  $1,000  for  five  year  renewable  term 
life  insurance,  whereas  a normotensive 
patient  pays  $23.00  or  less  than  half. 
Since  successful  treatment  of  blood  pres- 
sure leads  to  a lower  risk,  the  patient 
should  reasonably  expect  a reduction 
in  the  premium  in  the  rated  life  insurance 
policy  if  blood  pressure  control  is  demon- 
strated. In  one  survey  27  of  37  medical 
directors  from  major  insurance  companies 
responded  to  a questionnaire  regarding 

The  Journal  of  the  South  Carolina  Medical  Association 


DRUG  COMPLIANCE 


their  company’s  policy  relating  to  such 
reductions.7  They  indicated  that  0.8% 
to  3%  of  all  life  insurance  policies  were 
rated  because  of  hypertension.  All  but 
one  of  the  companies  that  responded 
had  a policy  on  premium  reduction  in 
rated  policies  in  hypertensives.  While 
variable,  the  stipulations  included  a review 
of  the  rating  category  every  two  to  three 
years  to  consider:  (1)  if  the  patient’s  blood 
pressure  had  been  well  controlled;  (2)  if 
he  or  she  had  consistantly  adhered  to  a 
standard  regimen  as  documented  in  the 
office  records  of  the  physician  or  clinic; 
and  (3)  if  no  evidence  of  endorgan  damage 
was  present  (that  is  renal  damage,  heart 
damage,  or  stroke).  if  these  conditions 
are  met  the  patient  may  be  able  to  obtain 
life  insurance  at  a standard  premium 
with  savings  that  would  be  very  substan- 
tive. 

What  about  remedies  for  non- 
compliance?  The  cornerstone  of  com- 
pliance must  be  patient-physician  edu- 
cation. Yet  most  of  the  systematic  stud- 
ies trying  to  relate  the  benefit  of  educa- 
tion to  the  patient  or  physician  in  achiev- 
ing blood  pressure  control  have  been 
negative  or  short-lived.8  That  is,  the 
results  were  positive  during  a period  of 
intervention,  but  some  months  or  years 
following  this  intervention  the  compliance 
appeared  to  fall  back  into  the  old  tract. 
I think  there  are  several  ways  to  inter- 
pret these  studies.  One,  it  may  say  that 
intervention  has  to  continue;  that  the 
patient-physician  (or  other  health  pro- 
fessional) relationship  is  important  on  a 
long  term  basis,  and  perhaps  we  need  to 
encourage  that  aspect  of  health  care  de- 
livery. Secondly,  the  end  points  of  control 
and  the  interface  that  was  provided 
during  the  educational  experience  in  some 
of  these  studies  needs  to  be  analyzed. 
Patient  and  physician  education  as  it  re- 
lates to  the  importance  of  weight  control 
(irrespective  of  salt  intake)  and  the  lower- 
ing of  the  sodium  in  the  diet  as  adjuncts 


to  other  therapeutic  interventions  needs 
emphasis.  It  is  apparent  that  if  compli- 
ance in  this  area  can  be  achieved  you 
have  an  important  tool  in  minimizing 
the  need  for  drugs  in  hypertensive  pa- 
tients. I also  think  we  need  to  talk  to 
patients  about  exercise.  There  is  not  a 
lot  of  evidence  that  exercise  itself,  over 
and  above  its  assistance  in  weight  reduc- 
tion, (or  associated  with  changes  in  salt 
intake)  will  lower  blood  pressure  in  the 
long  haul.  The  role  of  exercise  in  blood 
pressure  control  remains  a controversial 
point,  but  a regular  exercise  program  cer- 
tainly makes  weight  reduction  easier  and 
thus  contributes  to  a lowering  of  blood 
pressure.  Alcohol  intake  has  also  been 
looked  at  in  a fairly  systematic  way,  and 
the  evidence  would  suggest  that  a per- 
son that  takes  three  to  six  or  more  drinks 
per  day  will  have  a tendency  to  systolic 
and  perhaps  diastolic  hypertension  related 
to  alcohol  intake  alone.9  As  in  other 
aspects  of  life  most  things  are  good  in 
moderation.  Smoking  may  be  more  im- 
portant that  we  initially  thought.  Cer- 
tainly nicotine  as  a stimulant  raises  the 
blood  pressure  most  probably  via  catecho- 
lamine release.  A recent  British  study1  0 
made  a very  interesting  observation  in  a 
group  of  hypertensive  patients  who  were 
heavy  smokers.  The  heavy  smokers  pro- 
ceeded to  the  so-called  accelerated  or 
maglinant  phase  of  essential  hypertension 
much  more  frequently  than  non-smokers. 
Another  problem  with  patient  education 
is  that  most  of  the  instructional  material 
designed  for  lay  consumption  is  designed 
to  be  understood  by  physicians,  nurses, 
medical  students  and  health  professionals. 
It  is  simply  not  made  for  people  who  have 
not  read  the  medical  text,  taken  the  usual 
journals,  or  have  the  jargon  well  in-hand. 
In  our  hypertensive  clinic  at  the  Medical 
University  of  South  Carolina  utilizing 
non-physician,  specially  trained  nurse  prac- 
titioners, our  nurses  wrote  some  simple 
scripts  that  they  recorded  themselves 
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using  projection-voice  equipment  for  dis- 
play. Subjects  included  dietary  and  drug 
approaches  to  blood  pressure  control, 
side-effects  and  benefits  of  long  term 
therapy  and  the  risks  of  uncontrolled 
hypertension.  These  slide-tape  presenta- 
tions lasted  5 to  7 minutes  and  were  well 
received  by  most  patients.  I think  that 
we  need  to  emphasize  that  in  patient 
education,  and  I suspect  also  in  physician 
education,  that  the  interrelationships  be- 
tween hypertension  and  stroke  and  heart 
disease  and  kidney  disease  are  closely  asso- 
ciated and  likely  preventable.  These  are 
important  incentives  for  patient  compli- 
ance. We  should  utilize  non-physician, 
trained  health  professionals  to  achieve 
some  of  these  educational  goals  and  to 
monitor  therapy. 

The  physician  is  still  the  most 
effective  teacher  for  patients  and  the 
office  visit  provides  the  forum.  The 
revisit  interview  probably  should,  con- 
sciously or  unconsiously,  include  the 
following  characteristics.1  1 Ask  your- 
self if  you  were  approachable,  that  is, 
did  you  sit  down  and  offer  the  patient 
your  time,  and  show  an  interest  in  his 
concerns  without  distraction?  Did  you 
justify  the  treatment  plan  by  telling  him 
why  he  needed  it,  what  the  name  of  the 
medication  was,  how  often  to  take  it, 
and  what  to  expect  from  it,  including 
an  appropriate  discussion  about  drug 
side-effects?  Did  you  monitor  compli- 
ance, that  is  take  the  time  to  ask  about 
whether  the  patient  knew  the  names  of 
the  medicines  he  was  on  and  how  often 
he  took  them?  In  one  study  it  was  em- 
phasized that  one  of  the  items  that  cor- 
related with  blood  pressure  control  was 
whether  the  patient  knew  the  name  of 
the  medications  he  was  on  and  how  often 
that  he  was  supposed  to  take  them.  These 
simple  and  perhaps  obvious  suggestions 
are  not  always  applied,  but  may  be  help- 
ful in  producing  compliance. 

With  regard  to  drug  therapy  it  is 
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important  to  remember  that  lack  of  medi- 
cation compliance  may  not  explain  un- 
controlled blood  pressure  in  a given  pa- 
tient. It  may  be  related  to  appropriate- 
ness of  therapy  dosage  or  other  factors. 
Finally,  during  the  visit  one  should  em- 
phasize or  re-emphasize  the  key  issues 
about  risks  and  success  of  the  program 

with  a positive  reflection  of  those  aspects 
that  have  gone  well  and  emphasize  the 
benefits  they  are  enjoying  from  adherence 
to  the  treatment  plan. 

Finally,  a mention  of  selection  of 
drugs,  drug  dosage,  and  the  clinical  and 
chemical  surveillance  for  side-effects  is 
crucial.  First,  I think  we  have  pre-con- 
ceived  notions  about  step  therapy  pro- 
grams and  simplistic  drug  therapy.  In  my 
experience  the  individualization  of  drug 
regimens  is  the  key  to  successful  therapy 
for  a patient.  Blood  pressure  control 
is  not  synonymous  with  an  effective 
selection  of  drugs  in  a given  patient.  The 
point  I would  make  is  that  one  may  substi- 
tute drugs  with  less  bothersome  effects 
or  risks  in  a given  individual  and  obtain 
blood  pressure  control  with  better  com- 
pliance. As  for  drug  dosage  it  is  pretty 
well  established  that  almost  all  drugs 
used  in  the  care  of  hypertensives  can 
be  administered  either  once  or  twice  a 
day.  There  are  very  few  medications 
that  must  be  given  three  or  four  times  a 
day.  This  is  important  in  terms  of  con- 
venience and  thus  adherence  to  drug 
regimens.  It  should  go  without  saying 
that  as  physicians  and  health  profession- 
als, we  are  particularly  responsible  for 
the  clinical  and  chemical  surveillance  of 
significant  side  effects  through  the  use 
of  appropriate  questioning  of  the  patient 
and  laboratory  testing.  Another  area 
of  neglect  is  the  failure  to  utilize  non- 
physician personnel  to  monitor  control 
and  to  provide  psychological  support  for 
the  hypertensive  patient.  Nurse  practition- 
ers that  are  properly  trained  to  take  care- 
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ful  histories,  to  take  blood  pressures, 
to  record  drug  side  effects  and  to  counsel 
the  patient  should  be  used  alongside  the 
trained  pharmicist  and  other  health  pro- 
fessionals to  share  in  attaining  the  goal 
of  blood  pressure  control. 

Patient  activation  is  also  important 
in  improving  compliance.  I am  struck  by 
the  number  of  times  that  a deliberate 
and  careful  instruction  to  a patient  at  the 
bedside  before  you  release  him  from  the 
hospital  or  from  the  office  is  associated 
with  very  poor  recall  of  the  points  made 
in  the  discussion  at  a later  time.  This  is 
a common  occurrence  and  simply  points 
out  the  importance  of  reinforcement. 

Compliance  may  be  improved  by  the 
periodic  reassessment  of  drug  needs  and 
diagnosis.  There  are  a number  of  patients 
in  which  two,  three  or  four  drugs  have 
been  required  to  achieve  blood  pressure 
control.  Yet  sometimes  by  sheer  lack  of 
compliance  they  omit  one  or  another 
drug;  and  their  blood  pressure  remains 
normal.  These  cases  point  out  that  a 
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There  has  been  an  increasing  aware- 
ness of  systemic  hypertension  during 
the  past  few  years  among  pediatricians. 
Although  it  is  still  relatively  rare  in  children 
and  adolescents,  hypertension  is  being 
recognized  with  increasing  frequency.  Hy- 
pertensive disease  in  children,  especially 
infants,  is  usually  disguised  as  other  ill- 
nesses due  to  the  fact  that  systemic 
hypertension,  if  allowed  to  exist  unat- 
tended, will  cause  end-organ  damage.  It 
is  this  end-organ  disease  that  we  usually 
perceive  as  a presenting  complaint  or 
symtom  in  infants. 

A 13  month  old  child  was  referred 
to  an  outreach  heart  clinic  because  of 
poor  weight  gain  and  respiratory  problems. 
During  his  work-up,  he  was  noted  to 
have  cardiomegaly  and  a prominent  left 
chest,  and  ausculation  of  the  heart  fail- 
ed to  disclose  any  murmers.  The  second 
heart  sound  was  felt  to  be  normally  split, 
however,  there  was  a gallop,  and  the  liver 
was  palpable  3 cm  below  the  right  costal 
margin.  Peripheral  pulses  were  poorly  felt 
in  all  extremities.  Blood  pressures  taken  at 
the  clinic  were  felt  to  be  normal.  The 
infant  was  then  referred  to  the  Medical 
University  of  South  Carolina  Hospital.  On 
the  initial  exam  in  the  hospital,  the  same 
cardiac  findings  were  noted;  however, 
his  blood  pressure  was  recorded  as  140/ 
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100.  He  was  felt  to  be  in  heart  failure. 
His  electrocardiogram  revealed  severe  left 
ventricular  hypertrophy  with  ST  and  T 
wave  changes.  He  underwent  cardiac 
catheterization  which  revealed  no  evidence 
of  shunts.  The  left  ventricle  was  grossly 
dilated,  and  ventricular  contraction  was 
poor.  Of  note  were  the  very  high  systolic 
and  diastolic  pressure  in  the  arterial  system. 
Attention  was  then  focused  to  the  renal 
area.  Subsequently,  arterial  angiograms 
seemed  to  show  some  pathology  in  the 
lower  pole  of  the  right  kidney.  Ultimate- 
ly, this  proved  to  be  a vascular  anomaly 
verified  by  elevated  renal  vein  renins 
obtained  from  the  right  kidney.  The  infant 
underwent  resection  of  the  lower  pole  of 
his  right  kidney,  and  has  made  a remark- 
able recovery.  He  now  has  normal  blood 
pressure,  and  a normal,  smaller  heart. 
His  electrocardiogram  has  also  become 
normal,  and  growth  and  development 
have  improved  remarkably. 

Renal  disease  still  ranks  as  the  pri- 
mary cause  of  hypertension  in  children  be- 
low puberty.  Exact  renal  vascular  defects 
sometimes  are  difficult  to  find,  and  the  cor- 
rect therapy  to  be  used  is  confusing.  Peri- 
pheral, vena  caval,  and  renal  vein  renins, 
although  helpful  are  not  always  clearcut. 

The  second  case  I would  like  to  pre- 
sent is  that  of  a 10  day  old  child  who  was 
presented  with  severe  congestive  heart  fail- 
ure. When  originally  seen  in  the  emergency 
room,  the  child  had  extreme  respiratory 
difficulty,  a very  poor  cardiac  output,  was 
dusky  in  appearance,  had  no  murmurs,  a 
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loud  gallop,  and  a very  large  liver.  Pulses 
were  of  very  poor  quality  in  all  extremities. 
Blood  pressures  were  not  obtainable  at  that 
time  since  this  emergency  room  was  not 
equipped  to  treat  children  and  the  proper 
equipment  was  not  available.  The  child 
was  treated  with  routine  cardiac  deconges- 
tant measures  of  digitalis  and  diuretics,  but 
responded  very  poorly  to  this  regimen.  He 
was  transferred  to  our  hospital,  and  in  fact, 
for  several  days  was  in  renal  failure  and  re- 
quired tracheal  intubation.  When  his  kid- 
neys began  functioning,  his  cardiac  output 
improved,  and  it  was  only  then  that  the  ob- 
vious discrepancy  in  pulses  between  the 
upper  and  lower  extremities  were  noted. 
Blood  pressures  in  the  upper  extremities 
were  120/40,  and  a systolic  pressure  60mm 
Hg  was  obtained  in  the  lower  extremities. 
It  seemed  quite  obvious  at  that  time  that 
the  infant  did  have  coarctation  of  the 
aorta;  however,  he  improved  so  nicely  that 
he  was  discharged  to  be  followed  as  an 
outpatient.  Children  with  pure  coarcta- 
tion of  the  aorta  usually  do  fairly  well  as 
infants.  Their  blood  pressures  tend  to 
drop  during  the  first  year  of  life  as  col- 
lateral circulation  increases.  However,  this 
infant  continued  to  have  severe  systolic  hy- 
pertension, and  at  age  4 months  had  systol- 
ic pressures  in  the  range  of  200-250  mm 
Hg.  Therefore,  it  was  felt  that  he  should 
undergo  a catheterization  and  correction 
of  his  defect.  This  was  accomplished  and 
the  child  now  has  equal  pressures  in  upper 
and  lower  extremities  and  has  no  symp- 
toms. 

This  represents  an  unusual  case  of 
coarctation  of  the  aorta;  however,  we  have 
seen  two  children  present  in  the  past  year 
with  a similiar  picture.  We  often  think  of 
coarctation  of  the  aorta  as  a fairly  benign 
vascular  disorder  presenting  silently  as  per- 
haps hypertension  in  the  arms  or  as  absent 
femoral  pulses.  By  in  large,  this  is  true; 
however,  coarctation,  even  severe,  can  be 
present  with  arm  blood  pressures  which  are 
not  terribly  elevated  and  even  normal  usu- 


ally occurring  once  a good  collateral 
circulation  has  been  well  established. 
Femoral  pulses  may  even  be  present  in 
coarctation,  although  delayed.  The  delay 
in  pulses  is  a physical  finding  which  is  dif- 
ficult to  assess  unless  one  is  specifically 
looking  for  it. 

Chronic  hypertension  seems  possible 
even  after  repair  of  coarctation  of  the 
aorta,  as  has  been  reported  recently  in  chil- 
dren followed  into  adulthood.  The  persis- 
tent hypertension  after  coarctation  repair 
may  represent  a continued  maladjustment 
of  the  renin-angiotension  system  or  a 
residual  mechanical  obstruction.  Recent 
data  gathered  at  our  institution  reveals 
that  children  who  have  undergone  coarcta- 
tion of  the  aorta  repair  still  have  abnormal 
blood  pressure  responses  during  exercise, 
and  have  abnormal  vasoactive  substances 
such  as  renin,  catecholamines,  and  kalli- 
kreins.  Dr.  Michael  Freed  in  Boston  re- 
cently presented  data  that  those  children 
who  have  persistent  hypertension  during 
exercise  after  coarctation  repair  may  still 
have  a mechanical  gradient  between  the 
arms  and  legs.  Coarctation  of  the  aorta  is 
a much  more  complex  illness  than  original- 
ly thought.  We  find  that  repair  of  the 
coarctation  does  not  absolve  us  from  fol- 
lowing these  patients  and  especially  then- 
blood  pressures. 

A third  case  is  that  of  a young  man 
who  was  originally  presented  to  us  be- 
cause of  vague  symptoms  of  rage  after 
exertion  and  episodes  of  dizziness.  His 
physical  exam,  chest  x-ray  and  electro- 
cardiogram were  normal.  Blood  pres- 
sures were  borderline  elevated.  We  exer- 
cised the  boy,  obtaining  blood  pressures 
during  exercise,  if  we  compare  this  ado- 
lescent’s blood  pressure  response  with 
that  of  his  peers,  we  note  a markedly 
elevated  systolic  response.  This  boy  had 
a pheochromocytoma  which  was  removed, 
and  post  operatively  he  had  a normal 
blood  pressure  response  to  exercise. 

The  three  preceeding  cases  repre- 
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sent  the  bulk  of  causes  of  hypertension 
in  children.  Now  we  come  to  a much 
rarer  type  of  hypertension,  but  one  which 
is  evoking  concern  and  confusion  among 
pediatricians.  This  is  primary  hyperten- 
sion or  so-called  essential  hypertension. 
Of  even  more  confusion  is  the  term  bor- 
derline hypertension  which  constitutes 
perhaps  a larger  group  than  those  actual- 
ly diagnosed  as  essential  hypertension. 
Essential  hypertension  occurs  in  children 
who  are  usually  > 10  years  of  age  and 
may  represent  approximately  2%  of  ado- 
lescent children.  Although  not  a high 
figure,  some  of  these  children  should  be 
identified  and  perhaps  treated.  Before 
we  get  into  normal  and  abnormal  values 
of  blood  pressure  data,  let’s  talk  about 
measurement  techniques.  Standard  values 
of  blood  pressures  are  still  measured  by 
auscultation  using  a bladder,  blood  pressure 
cuff,  and  reading  the  values  from  a mer- 
cury manometer.  As  you  well  know, 
the  cuff  size  is  most  important  in  obtain- 
ing blood  pressures  from  children.  The 
importance  of  cuff  size  has  been  known 
since  the  1930’s,  and  studies  concerning 
the  proper  cuff  size  for  children  have 
been  published  since  that  time.  Never- 
theless, the  use  of  a cuff  too  small  for  the 
arm  giving  artificially  high  pressures  is 
still  a major  cause  of  referrals  to  us  for 
hypertension.  Although  most  doctors 
are  aware  that  the  cuff  must  not  be  too 
small,  I would  dare  say  that  most  aides 
and  registered  nurses  (who  are  the  ones 
who  actually  take  the  blood  pressures) 
are  not  aware  of  the  proper  cuff  size. 
Therefore,  a major  effort  by  pediatricians 
should  be  made  to  educate  the  paramed- 
ical personnel  as  to  which  cuff  should  be 
used  for  which  child. 

The  May,  1977  supplement  of 
Pediatrics  gives  the  available  cuffs  which 
can  be  used.  Numerous  articles  have  been 
published  which  give  ratios  of  circumfer- 
ence to  arm  length  for  the  use  of  these 
cuffs.  However,  for  practical  reasons, 
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one  should  have  a bladder  that  covers  at 
least  2/3  of  the  upper  arm,  and  should 
completely  encircle  the  arm.  The  bladder 
should  not  impinge  on  the  anticubital 
fossa  in  any  great  degree.  The  small 
2.5  cm  cuff  should  never  be  used  except 
for  premature  infants.  The  standard  adult 
cuff  should  be  used  in  most  children 
above  the  age  of  5 or  6 years.  This  same 
cuff  is  too  small  for  many  large  or  obese 
adolescents  and  one  should  have  available 
the  large  adult  arm  cuff  and  the  thigh 
cuff  which  occasionally  have  to  be  used  on 
these  individuals.  Probably  the  greatest 
problem  facing  most  pediatricians  is  the 
fact  that  on  hospital  wards,  emergency 
rooms,  or  in  pediatric  offices,  the  proper 
sized  cuffs  are  not  available.  There  is  no 
excuse  for  this.  One  of  the  reasons  pedia- 
trics exists  as  a separate  specialty  is  the 
fact  that  pediatricians  can  adequately 
care  for  children  of  all  ages  and  sizes. 
Therefore,  these  cuffs  should  be  avail- 
able where  children  are  treated. 

Recently  new  devices  have  been 
marketed  using  the  ultrasound  Doppler 
shift  effect.  The  trade  names  of  the  most 
popular  ultrasound  devices  include:  1) 

Parks  Doppler  Ultrasound  System,  2) 
Roche  Ultrasound  System,  and  the  3) 
Arterio-Sonde  System,  which  is  said  to 
measure  diastolic  as  well  as  systolic  in 
infants.  Generally,  the  Parks  system  has 
been  the  most  convenient  to  use,  and  to 
date,  the  most  accurate  ultrasound  system 
for  the  measuring  of  systolic  blood  pres- 
sures. Actually,  no  ultrasound  system  has 
been  found  to  be  very  accurate  for  the 
measurement  of  diastolic  blood  pressures. 

Who  should  undergo  routine  blood 
pressure  exam?  It  is  now  recommended 
that  all  children  > 3 years  of  age  should 
undergo  routine  blood  pressure  examina- 
tion, and  their  blood  pressure  plotted 
like  growth  curves.  Below  3 years  of 
age,  indications  of  end-organ  illnesses 
such  as  discrepancies  in  pulses,  heart  fail- 
ure, bruits,  ascites,  renal  failure,'  hyper- 
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natremia,  tumors  of  the  abdomen,  fail- 
ure to  thrive,  and  tumors  of  the  orbit 
are  all  indications  for  blood  pressure 
measurement. 

What  is  normal  blood  pressure  for 
age?  All  data  for  this  is  not  quite  avail- 
able. So  far,  extensive  studies  include 
those  of  Londe  (Office  Practice,  Midwest) 
(Supine).  Dr.  Lauer’s  studies  were  also 
done  in  the  Midwest,  at  the  University  of 
Iowa,  and  the  blood  pressures  were  ob- 
tained in  the  sitting  position.  Graphs  of 
normal  pressures  in  children  were  pub- 
lished in  the  May  1977  issue  of  Pediatrics 
and  result  from  a pooling  of  data  from 
Muscatine,  Iowa;  Rochester,  Minnesota; 
and  Miami,  Florida.  These  investigators 
found  no  statistical  differences  between 
sexes  or  races,  and  therefore,  all  the  chil- 
dren’s blood  pressures  were  pooled.  There 
is  still  some  debate  as  to  whether  blood 
pressures  should  be  obtained  in  the  seated 
position  or  supine.  However,  if  one  is  to 
compare  blood  pressures  to  these  graphs, 
they  should  be  obtained  seated,  since  the 
data  was  obtained  in  that  position. 

Definitions  for  hypertension  have 
ranged  from  > 95th  percentile  to  > 80  per- 
centile for  age.  Perhaps  in  the  middle  of 
the  road  are  those  who  feel  that  a patient 
is  hypertenive  if  his  systolic  and/or  diastol- 
ic pressure  is  > 90th  percentile  for  more 
than  one  year.  Of  course,  one  should  not 
rely  on  a single  blood  pressure  determina- 
tion for  classification  of  patients.  When 
investigators  were  involved  in  mass  screen- 
ing of  children,  they  found  that  with  re- 
peated blood  pressure  measurements,  fewer 
and  fewer  children  fell  into  the  hyper- 
tensive category.  Whereas,  perhaps  up  to 
10%  were  hypertensive  on  the  first  mea- 
surement, only  1-2%  finally  were  classified 
in  the  hypertensive  category  after  repeated 
measurements. 

What  work-up  is  then  required  for 
those  whom  we  feel  are  borderline  hyper- 
tensives? Children  below  puberty  or  ado- 
lescence should  have  a more  extensive 


work-up  than  adolescents.  Their  work-up 
should  include  those  renal  and  endocrine 
tests  usually  obtained  to  rule  out  secondary 
hypertension  including  renal  arteriography. 

Teenage  mild  hypertensive  patients 
need  a very  careful  and  thorough  history 
and  physical  examination,  paying  most 
attention  to  those  signs  and  symptoms 
associated  with  endocrine  and  renal  prob- 
lems. The  child’s  history  should  be  review- 
ed for  conditions  or  drugs  known  to  be 
associated  with  or  predisposing  to  blood 
pressure  elevation  such  as  corticosteroids, 
and  oral  contraceptives.  The  incidence 
of  oral  contraceptive-induced  hyperten- 
sion has  been  estimated  to  be  between 
2.5  and  5%,  but  may  be  as  high  as  17%  in 
the  United  States.  Aldosteroinism  will 
frequently  result  in  spells,  weaknesses, 
polyuria,  or  muscle  cramps.  Pheochromo- 
cytomas  may  give  palpitations  or  excessive 
sweating.  Other  risk  factors  included 
smoking  and  obesity.  The  family  history 
is  extremely  important  in  a borderline 
hypertensive  patient.  Special  emphasis 
should  be  on  the  obstetrical  history  of 
the  mother,  whether  or  not  she  had  e- 
clampsia,  and  whether  or  not  there  is  a 
familial  occurence  of  hypertension,  es- 
pecially of  the  essential  type.  Special 
attention  should  be  paid  to  premature 
coronary  disease  in  the  family  or  evidence 
of  target  organ  damage  in  parents  and 
grandparents  who  are  less  than  50  years  of 
age.  Histories  of  strokes,  heart  attacks,  or 
kidney  failure  in  young  people  suggest 
hypertensive  diseases. 

On  physical  examination,  one  should 
note  whether  or  not  there  are  delayed  or 
absent  pulses,  webbing  of  the  neck,  de- 
layed secondary  sexual  characteristics, 
abdominal  bruits,  cafe-au-lait  spots,  or 
evidence  of  target  organ  damage  by  fund- 
uscopic  and/or  cardiac  examination. 

For  those  adolescents  whom  we  de- 
cide have  elevated  blood  pressures,  a rea- 
sonable approach  must  be  made  for  their 
work-up  and  treatment.  Certainly  those 
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adolescents  with  diastolic  pressures  >110 
mm  Hg  should  definitely  have  extensive 
work-ups.  The  remainder  of  those  children 
who’s  systolic  and/or  diastolic  blood  pres- 
sures persistently  remain  the  90th  or  95th 
percentile  can  be  approached  more  con- 
servatively. Repeated  blood  pressure 
measurements  are  taken  and  if  hyperten- 
sion still  exists,  the  investigation  then 
gets  underway.  Of  importance  are  medi- 
cal history,  physical,  urinalysis,  creatinine, 
BUN,  perhaps  even  a urine  culture,  if 
diastolic  blood  pressures  remain  between 
90  and  100,  annual  re-evaluations,  some 
counseling,  especially  with  regard  to  weight 
control,  salt  intake,  and  non-static  exer- 
cise is  suggested.  It  is  however,  some- 
what early  in  our  state  of  knowledge 
to  advise  strict  salt  restriction  for  all  pa- 
tients with  mild  hypertension  and  the 
role  of  non-static  exercise  in  controlling 
or  extending  the  lives  of  hypertensives 
is  not  well  documented. 

Dr.  Stevo  Julius  working  at  Ann 
Arbor,  Michigan  has  been  investigating 
borderline  hypertension  for  a number 
of  years.  His  approach  is  also  extremely 
interesting  and  quite  practical.  I refer 
you  to  the  Medical  Clinics  of  North 
America  in  May,  1977  for  his  latest  over- 
view on  borderline  hypertension.  It  is 
his  feeling  that  since  borderline  hyper- 
tension may  be  a precursor  of  established 
hypertension,  it  is  not  an  innocuous 
condition.  The  clinical  dilemma,  however, 
arises  as  to  which  of  these  patients  should 
be  treated  with  antihypertensives.  Pre- 
valence records  show  that  only  about 
20%  of  young  subjects  with  borderline  hy- 
pertension will  eventually  develop  sus- 
tained hypertension  later  in  life.  This 
leaves  80%  of  these  subjects  which  will 
not  develop  significant  hypertension. 
Should  then,  all  the  subjects  with  bor- 
derline hypertension  receive  antihyper- 
tensive treatment  in  order  to  prevent 
complications  in  a minority  of  the  whole 
group?  The  answer  lies  in  determining 
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whether  the  effects  of  the  treatment 
outweigh  the  possible  harmful  effects  of 
medication  in  the  whole  group.  Dr.  Jen- 
nifer Loggie,  who  I believe  many  of  you 
know  quite  well,  feels  that  the  long  term 
adverse  effects  on  growth  and  developemnt 
of  hypertensive  drugs  given  to  maturing 
humans  is  unknown.  Dr.  Julius  believes 
that  since  in  de  sc  rim  in  ant  treatment  of  all 
patients  is  not  warranted,  a rational  system 
of  management  of  selection  of  treatment 
of  patients  with  borderline  hypertension 
should  be  developed. 

1)  All  patients  identified  must  be 
continually  observed  and  any  physical 
measure  to  reduce  cardiovascular  risks 
should  be  instituted,  such  as  weight  loss, 
if  the  patient  is  obese. 

2)  An  effort  should  be  made  to 
identify  the  subgroup  which  is  at  the  high- 
est risk  of  developing  hypertension.  In  this 
high  risk  group,  treatment  with  mild  agents 
should  be  attempted,  and  if  successful, 
continued.  He  is  a firm  believer  in  home 
blood  pressure  measurements.  This  has 
gained  increasing  popularity  and  probably 
represents  a much  more  representative 
blood  pressure  than  that  obtained  in  the 
doctor’s  office.  He  stresses  that  a care- 
ful family  history  and  physical  examina- 
tion must  be  made.  Here  one  should  con- 
centrate on  risk  factors,  such  as  a strong 
family  history  of  hypertension,  strokes, 
hyperlipidemia,  atherosclerosis,  obesity, 
and  race.  After  teaching  home  blood 
pressure  techniques,  and  if  the  patient  falls 
in  the  borderline  hypertensive  range,  some 
laboratory  examination  including  EKG, 
chest  x-ray,  urine,  creatinine,  lipids,  fasting 
blood  sugar,  and  urine  culture  are  perhaps 
in  order. 

Inherent  in  his  work-up  scheme 
is  the  fact  that  risk  factors  are  important, 
if  there  is  a family  history  and  one  risk 
factor,  then  an  attempt  at  treatment  should 
be  made  in  these  borderline  hypertensive 
patients.  With  a negative  family  history, 
but  with  at  least  two  other  risk  factors, 
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then  an  attempt  at  treatment  may  be  in 
order.  Treatment  might  consist  of  a mild 
diuretic  or  in  cases  of  persistent  tachycar- 
dia associated  with  hypertension,  Propran- 
olol might  be  the  drug  of  choice,  if  then, 
there  are  side  effects  or  no  response,  then 
home  observation  and  yearly  check-ups 
are  suggested.  if  there  are  home  blood 
pressure  changes  or  laboratory  changes 
which  indicate  a worsening  in  severity  of 
the  hypertension,  then  a stronger  attempt 
at  control  should  be  made,  if,  however, 
the  original  attempt  at  treatment  produces 
no  side  effect  and  a decrease  in  blood 
pressure  of  10  mm  Hg  is  established, 
treatment  should  go  on  for  two  years, 
and  then  discontinued.  Future  indications 
of  treatment  would  depend  on  blood 
pressure  readings. 

Reccomendations  for  treatment  have 
been  given  by  the  National  Heart,  Blood 
and  Lung  Institute  Task  Force  of  Blood 
Pressure  Control  in  Children.  Treatment, 
if  it  is  to  begin,  is  usually  started  with  a 
diuretic,  and  later  an  adrenergically  active 
drug  is  added  if  the  diuretic  produces 
an  inadequate  response.  A vasodilator  is 


added  if  the  two-drug  regimen  fails  to 
lower  blood  pressure  to  an  appreciable, 
exceptable  range. 

In  summary,  therefore,  one  might 
still  be  comfortable  with  the  statement 
that  the  majority  of  hypertensive  problems 
in  children  are  secondary  to  other  defects 
or  diseases.  In  recent  years,  however, 
there  has  been  an  increasing  interest  in 
obtaining  blood  pressures  in  children 
which  has  uncovered  the  fact  that  a much 
larger  number  than  expected  have  bor- 
derline or  essential  hypertension,  especially 
in  adolescence.  A particular  awareness 
of  the  problem  is  evident.  Those,  of 
course,  with  excessively  high  blood  pres- 
sures definitely  require  treatment  and 
extensive  work-ups.  Small  children,  be- 
low 10  years  of  age  require  the  same. 
The  large  nebulous  group  between  10  and 
20  years  of  age  who  have  mild  elevations 
of  blood  pressure  should  not  be  ignored. 
Since  a fair  percentage  of  them  will  be- 
come adults  with  essential  hypertension, 
pediatricians  should  and  must  be  con- 
cerned with  their  follow-up  and  possible 
treatment. 
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The  treatment  of  hypertension  in  the 
rural  setting  is  a difficult  but  rewarding 
endeavor.  A multitude  of  considerations 
must  be  made  in  the  diagnosis  and  treat- 
ment of  high  blood  pressure  in  this  par- 
ticular population.  Following  established 
norms  for  hypertension  control  does 
not  ensure  success  in  obtaining  treat- 
ment goals.  In  rural  populations,  non- 
compliance,  misunderstanding,  and  con- 
sequently, lack  of  control  usually  pre- 
vail unless  specific  measures  are  taken. 
Because  many  people  in  rural  areas  see 
the  physician  only  for  acute  problems, 
there  are  unknown  numbers  of  undiag- 
nosed cases  of  hypertension. 

PROBLEMS  IN  RURAL  HEALTH  CARE 

What  causes  a failure  in  easily 
obtaining  an  adequate  hypertensive  pro- 
gram in  rural  areas?  First  and  foremost 
is  lack  of  patient  understanding,  usually 
occurring  with  patients  having  precon- 
ceived ideas  or  inaccurate  information. 
Hypertension  is  a complex  subject,  need- 
less to  say;  but  it  must  be  incomprehen- 
sible to  our  practice  population  which  in- 
cludes a considerable  number  of  adults 
with  little  formal  education.  According 
to  the  1970  census,  39%  of  the  adults 
in  Spartanburg  County,  South  Carolina, 
had  not  completed  high  school.  This 
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number  is  undoubtedly  higher  in  the  rural 
communities  where  our  practices  are 
located-Pacolet  and  Cowpens.  Obtaining 
proper  patient  understanding  for  the 
need  of  diagnosis,  evaluation  and  treat- 
ment is  paramount  to  eventual  hyper- 
tensive control.  Unfortunately,  we  have 
all  heard,  “Yes,  doc,  I was  feelin’  so  good, 
I stopped  that  medicine;”  or  worse,  “I 
felt  better  after  I stopped  that  medicine 
you  started  me  on.” 

Secondly,  our  population  does  not 
have  the  financial  capability  to  afford 
the  luxury  of  health  maintenance  or  the 
expense  of  a chronic  disease.  Indeed, 
even  an  inexpensive  medication  such  as 
generic  hydrochlorothiazide  is  expensive 
when  you  consider  a year’s  supply.  The 
yearly  family  income  in  Pacolet  where 
our  main  office  is  located  was  $8,200 
for  a family  of  five  according  to  a 1975 
census  update,  if  a patient  is  on  hydro- 
chlorothiazide 50  mg  twice  a day  and 
propranolol  80  mg  twice  a day,  this  yearly 
expense  alone  (not  including  health  center 
visits  or  lab  work)  is  approximately  $190. 
Surely,  you  can  realize  that  hypertension 
on  a low  income  is  an  expensive  illness. 

An  additional  area  of  concern  in  a 
rural  area  is  patient  transportation.  Be- 
cause our  practice  has  a large  number  of 
elderly  patients  and  a substantial  number 
of  low  income  families,  transportation 
complicates  the  treatment  of  any  illness. 
The  problems  of  inaccessibility  of  trans- 
portation due  to  cost  and  inability  to 
drive  because  of  age  are  further  aggre- 
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vated  by  the  wide  service  area  of  a ru- 
ral based  medical  practice.  All  of  these 
naturally  complicate  patient  compliance. 

Also  contributing  to  our  hyperten- 
sive treatment  problems  and  related  to 
our  low  per  capita  income  is  diet  and 
culture.  Our  patient’s  income  and  cul- 
tural values  do  not  encourage  them  to 
use  polyunsaturated  cooking  oils  and 
low  caloric  foods.  Frequently  starches, 
which  are  quite  filling  but  of  little  nu- 
tritional value,  comprise  a great  portion 
of  our  community’s  diet.  The  hyperten- 
sive 250  pound  man  or  woman  is  a com- 
mon occurrence  in  our  practice  . More- 
over, our  patients,  as  do  most,  feel  that 
salt,  or  at  least  a piece  of  fatback,  is  a 
necessity  at  the  dinner  table.  Unfortun- 
ately, we  see  that  these  habits  are  cul- 
turally ingrained  and  are  passed  from 
generation  to  generation  unless  there  is 
intervention. 

SOLUTIONS 

What  then  are  the  solutions  to  these 
problems  in  the  diagnosis  and  treatment 
of  hypertension  in  our  community?  There 
is  no  one  answer.  We  at  the  Palmetto 
Family  Health  Care  Center  utilize  a mul- 
tidisciplinary approach  to  many  health 
problems  we  see,  especially  hypertension. 
This  “team  approach”  method  is,  we 
feel,  invaluable  in  our  rural  setting. 
Through  the  use  of  a team  of  mid-level 
practitioners;  physicians, nurses,  plus  oth- 
ers; we  are  able  to  utilize  the  individual 
skills  and  capabilities  of  each.  No  longer 
can  the  physician  be  expected  to  be  the 
“all-knowing”  healer;  he  can  rely  on  the 
skills  of  the  pharmacist,  especially  in  re- 
gards to  drug  data,  patient  education,  and 
patient  compliance.  Nurse  practitioners 
and  pharmacists  can  more  effectively 
participate  in  the  care  of  the  patient  and 
relieve  the  burden  on  the  busy  physician. 
In  addition,  as  in  our  setting,  those  visits 
to  a mid-level  practitioner  can  be  made  at 
a reduced  visit  fee  which  aids  in  lowering 


the  cost  of  a patient’s  care.  The  use  of  the 
multidisciplinary  approach  also  enables 
individual  members  of  the  health  team 
to  perform  valuable  functions  in  the 
care  of  patients.  In  doing  so,  each  member 
of  the  health  team  shares  a sense  of  re- 
sponsibility, need  and  accomplishment 
through  active  participation.  We  feel, 
therefore,  that  we  have  nurtured  and  ex- 
panded the  roles  of  our  staff  members. 

The  multidisciplinary  approach  at  the 
Palmetto  Family  Health  Care  Center 
relies  on  several  important  system  com- 
ponents including  projecting  the  team 
concept  into  the  community.  As  men- 
tioned earlier,  transportation  is  a prob- 
lem in  our  community.  We  are  fortunate 
to  have  three  groups  which  aid  us  in 
transportation.  Piedmont  Community  Ac- 
tion, Inc.,  a public  nonprofit  organiza- 
tion that  provides  transportation  to  indi- 
gent families,  and  the  local  rescue  squads 
aid  many  patients  who  otherwise  could 
not  venture  from  home.  In  addition,  the 
Spartanburg  County  Health  Department’s 
Home  Health  Nurses  are  able  to  visit 
those  patients  who  are  home  bound  and 
provide  necessary  followup.,  patient  edu- 
cation, and  lab  work.  Such  a network  of 
community  agencies  is  imperative  in  our 
rural  area. 

The  design  of  the  Palmetto  Family 
Health  Care  Center  serves  to  further 
facilitate  the  transportation  problem.  So 
that  a patient  will  not  need  to  travel 
elsewhere  unless  he  so  desires,  our  facil- 
ities offer  medical,  nursing,  pharmacy, 
laboratory,  radiology,  counseling,  and 
social  work  services.  Our  Pacolet  Office 
offers  dental  services  as  well.  Although 
the  patient  always  has  the  option  of 
having  prescriptions  filled  elsewhere,  most 
patients  appreciate  the  convenience  of  a 
pharmacy  in  our  multiservice  health  cen- 
ter. 

Perhaps  most  importantly,  the  health 
providers  find  that  a health  service  cen- 
ter which  houses  individuals  representing 
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several  medical  fields  allows  for  free 
and  unhindered  communication  between 
those  people  participating  in  a patient’s 
care.  Removing  the  burden  of  distance 
and  inconvenience  allows  for  easy  access 
and  consultation  between  health  care 
deliverers. 

A social  work  component  is  invaluable 
in  our  practice.  Several  of  our  staff  mem- 
bers are  experienced  in  aiding  families 
in  need  of  help  provided  by  one  of  the 
social  agencies  in  our  area.  By  serving 
as  a coordinator,  we  will  evaluate  a family’s 
needs  and  refer  them  to  those  groups 
with  services  most  likely  to  be  of  benefit. 

THE  MULTIDISCIPLINARY  APPROACH 
IN  HYPERTENSION 

To  apply  our  multidisciplinary  ap- 
proach to  the  diagnosis  and  treatment  of 
hypertension,  we  developed  a protocol 
(Table  1)  that  we  could  easily  employ. 
The  protocol  obtains  its  basic  structure 
from  those  recommendations  of  the 
Joint  National  Committee  on  Detection, 
Evaluation,  and  Treatment  of  High  Blood 
Pressure  as  published  in  the  Journal  of  the 
American  Medical  Association , and  else- 
where . To  these  suggestions  were  added 
other  basic  information  from  medical  and 
pharmacology  texts.  The  use  of  such  a 
protocol  provides  for  several  considera- 
tions to  be  met  in  the  diagnosis  and  treat- 
ment of  hypertension. 

In  following  a protocol,  providers  of 
health  care  standardize  their  diagnosis 
and  treatment.  This  standardization  does 
not  and  should  not  limit  the  physician’s 
individuality  or  clinical  judgement  but 
provides  for  a basic  guideline  to  be  fol- 
lowed. By  utilizing  an  accepted  frame- 
work, we  have  a method  of  providing 
quality  medical  care  in  a system  that 
lends  itself  easily  to  audit  prodecures 
which  can  be  used  to  verify  quality  of 
care. 

As  mentioned  above,  protocols  can  pro- 
vide a method  for  employing  the  multi- 
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disciplinary  approach  and  its  benefits. 
In  our  situation  we  feel  that  protocol 
usage  in  hypertensive  care  provides  for 
a method  of  lowering  costs  to  the  patient, 
promoting  patient  compliance,  and  im- 
proving patient  understanding  and  edu- 
cation. Since  we  frequently  have  medical, 
pharmacy,  nursing  and  physician’s  assis- 
tant students  rotate  through  our  center, 
the  protocol  also  has  the  ability  to  serve 
as  a unique  training  tool.  We  have  inten- 
tionally made  our  protocol  very  delineated 
and  complete  so  that  it  can  easily  lend  it- 
self to  a teaching  experience. 

THE  HYPERTENSION  PROTOCOL 

The  actual  physical  structure  of  the 
protocol  used  by  PFHCC  is  in  a “detailed” 
outline  form.  This  allows  for  quick  scan- 
ning to  locate  the  section  that  pertains 
to  the  level  of  individual  treatment.  Each 
point  under  the  main  heading  may  be 
handled  in  almost  a binomial  fashion. 
Does  this  apply  to  this  patient  or  does 
it  not?  Has  this  been  done  for  this  pa- 
tient or  has  it  not?  Although  the  proto- 
col seems  to  supply  a confining  structure, 
it  actually  is  a list  of  the  minimum  con- 
siderations of  each  patient’s  treatment.  A 
health  provider  seeing  a patient  for  the 
first  time  can  know  what  has  been  done 
for  that  patient  by  locating  the  present 
level  of  treatment  on  the  protocol  and 
proceeding  from  there.  Additional  lab 
work  or  individual  considerations  based 
on  a patient’s  unique  situation  are  not 
hindered  through  use  of  the  protocol 

Some  mechanisms  used  in  conjunc- 
tion with  the  protocol  are  a flow  sheet, 
(Figure  1)  the  problem-oriented  system 
with  S-O-A-P  progress  notes,  a program 
explanation  sheet  for  patients,  and  a 
brief  verbal  explanation  of  incentives  to 
the  patient.  The  flow  sheet  allows,  at  a 
glance,  the  opportunity  to  evaluate  infor- 
mation otherwise  located  in  several  dif- 
ferent areas  of  the  chart  on  several  dif- 
ferent pages.  Through  the  use  of  the  flow 
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sheet,  it  is  easier  to  detect  if  some  para- 
meter has  been  neglected,  i.e.,  t ime  for  a 
potassium  level  to  be  determined  or  if  a 
problem  is  developing;  i.e.,  several  “no 
shows”  recorded.  This  sheet  is  a con- 
densation of  information  and  as  such  does 
not  supply  a description  of  the  patient’s 
subjective  feedback  or  notes  of  plans 
for  future  visits.  These  statements  are 
located  in  usual  fashion  in  the  progress 
notes. 

In  the  problem-oriented  progress  notes 
the  physician  records  any  special  require- 
ments of  a patient’s  treatment  and  es- 
tablishes a goal  for  therapy.  The  prac- 
titioner seeing  the  patient  can  record  any 
information  pertinent  to  that  patient’s 
care  or  identify  an  individual  problem 
area  that  needs  attention.  Bu  using  the 
chart  in  this  manner,  all  members  of  the 
health  team  can  keep  abreast  of  an  indi- 
vidual’s progress  and  record  interactions 
with  other  team  members.  The  two-way 
communication  of  the  chart  also  cuts 
down  on  the  time  needed  to  verbally 
consult  with  the  physician  each  time  the 
patient  is  seen. 

Another  mechanism  used  with  the 
protocol  involves  supplying  an  infor- 
mation sheet  to  the  patient  which  de- 
scribes the  Center’s  hypertension  pro- 
gram: what  it  is,  what  the  patient  can  ex- 
pect to  gain,  and  what  is  expected  in  re- 
turn from  the  patient.  Actual  appoint- 
ments are  scheduled  with  the  clinical 
pharmacist  or  nurse  practitioner.  Some 
patient  incentive  is  supplied  in  the  form 
of  a 10%  discount  of  anti-hypertensive 
prescriptions,  a decreased  charge  for  an 
office  visit  to  a team  member,  no  charge 
for  blood  pressure  checks  in  between 
visits,  and  an  explanation  of  how  a de- 
creased number  of  office  visits  may  be 
expected  to  reach  the  level  of  hyperten- 
sion control. 

THE  PROTOCOL  MECHANISM 

Although  no  patient  is  typical,  the 


following  describes  the  sequence  that 
might  reasonable  be  expected  to  occur 
as  a hypertensive  patient  visits  the  Cen- 
ter. A patient  seeing  the  physician  for  an 
acute  problem  is  noted  to  have  an  elevated 
blood  pressure.  He  is  advised  to  return 
to  the  Center  over  the  next  two  to  three 
weeks  for  several  blood  pressure  checks. 
These  blood  pressure  checks  are  done 
by  the  nursing  staff  or  the  pharmacist. 
Usually  at  least  two  of  these  will  be  done 
in  the  pharmacy  office,  if  the  blood  pres- 
sure is  normal,  the  pharmacist  will  ex- 
plain why  these  blood  pressure  checks 
are  important,  how  often  the  patient 
should  be  checked  in  the  future,  and  how 
family  history  and  life  style  play  a part 
in  this  picture.  The  patient  has  often 
heard  this  information  before  from  the 
physician;  but  with  this  repitition  spread 
over  several  visits  and  without  the  con- 
cern of  an  acute  illness  as  a distraction, 
the  patient  has  a better  chance  of  reten- 
tion. if  the  blood  pressure  readings  are 
elevated,  much  the  same  information 
will  be  covered  with  additional  emphasis 
placed  on  lack  of  symptoms  and  the 
need  to  treat  hypertension.  The  patient 
is  then  scheduled  back  to  the  physician 
for  a workup  and  diagnosis. 

At  this  point  the  physician  decides 
how  the  patient  is  to  be  handled  by  the 
multidisciplinary  approach  and  notes  so  in 
the  chart.  He  establishes  a goal  for  the 
patient’s  therapy  and  outlines  any  special 
parameters  needed  to  be  monitored  in  the 
chart.  He  then  attempts  to  transfer  the 
patient’s  trust  to  the  other  health  provi- 
ders by  explaining  the  program  and  in- 
troducing the  clinical  pharmacist  or  family 
nurse  practitioner  who  then  schedules 
the  patient’s  next  visit. 

Because  these  patient  visits  with  the 
clinical  pharmacist  are  dealing  with  only 
one  problem,  an  increased  amount  of  time 
can  be  spent  in  the  education  of  the  pa- 
tient. The  patient  is  encouraged  to  take 
an  active  part  in  these  visits  by  asking 
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questions.  Everything,  from  defining  the 
terms  systolic/diastolic  and  describing  how 
the  blood  pressure  cuff  works  to  dis- 
cussing what  the  medications  are  and  why 
multiple  medications  may  be  used,  is 
covered  and  recorded  in  a manner  that 
other  team  members  can  utilize  and  ex- 
pand. In  many  ways  the  pharmacist  is 
seen  as  less  threatening  than  a physician 
and  can  take  the  time  to  communicate 
at  the  patient’s  individual  level  making  use 
of  both  scheduled  visits  and  the  shorter 
blood  pressure  checks.  Through  verbal 
repitition  from  two  different  sources,  the 
physician  and  pharmacist,  and  with  the  aid 
of  written  materials  from  the  pharmacy, 
the  patient  should  arrive  at  a better  under- 
standing of  his  disease  and  its  effects 
on  his  life. 


THE  SYSTEM  IN  USE 

The  patient  response  to  this  system 
has  been  good  with  no  complaints  to 
date.  A problem  with  “no  shows”  has  been 
decreasing  with  time  as  the  practitioners 
have  been  explaining  the  program  at  the 
outset  more  thoroughly.  Most  patients 
receive  several  “educational”  visits  per 
scheduled  visit  to  the  physician.  An  in- 
creased number  of  patients  are  taking  an 
interest  in  how  their  blood  pressure  is 
doing  and  are  asking  for  blood  pressure 
checks  when  coming  in  for  prescription 
refills  even  after  reaching  their  control 
level.  As  a method  of  checking  this  in- 
terest in  your  practice,  try  having  the 
receptionist,  cashier,  or  someone  at  the 


“end”  of  an  office  visit  ask  the  hyperten- 
sive patient  what  his/her  blood  pressure 
read  that  day. 

The  response  of  the  patient  and  the 
usefulness  of  this  program  depend  very 
heavily  on  the  physician.  He  must  take 
the  time  to  instruct  and  explain  to  the 
patient  what  is  about  to  happen.  The 
physician  must  be  motivated  to  make  use 
of  his  team  members  by  delegating  respon- 
sibility to  them  and  thus  freeing  his  time 
to  treat  the  acutely  ill  and  medically 
complicated  patients.  While  the  physi- 
cian is  generating  his  regular  fee  for  these 
office  visits,  the  practice  is  simultaneously 
generating  the  reduced  fee  of  hyperten- 
sive visits  made  to  other  team  members. 
Consequently,  the  practice  as  well  as  the 
patient  benefits.  Other  aids  to  the  physi- 
cian include  the  recording  of  data  and  in- 
formation and  the  updating  of  charts  by 
others.  Also,  the  increased  understanding 
and  compliance  of  a patient  allows  the 
physician  to  more  accurately  evaluate 
an  individual’s  progress. 

In  conclusion,  we  feel  that  our  multi- 
disciplinary approach  to  hypertension 
is  essential  in  our  rural  area.  We  are  able 
to  deal  with  this  chronic  problem  on  a 
more  personal  and  individual  level  that  pro- 
vides for  an  increased  emphasis  on  pa- 
tient education  and  understanding.  ‘The 
result,  we  believe,  is  improved  patient 
responsibility  for  their  health.  Finally, 
this  approach  allows  for  greater  health 
care  provider  satisfaction  and  gratifica- 
tion in  an  area  that  previously  has  been 
tremendously  frustrating  and  difficult. 
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Table  1 

PROTOCOL  FOR  HYPERTENSION  PLAN: 


DEFINITION:  Hypertension  is  a condition  in  which 

diastolic  pressure  consistently  exceeds  90  mm  Hg  on 
three  consecutive  BP  readings  and/or  systolic  pressure 
consistently  exceeds  140  mm  Hg.  Elevated  blood  pres- 
sure is  a reading  of  140/90  or  greater. 

Document  the  presence  or  absence  of  the  following: 

SUBJECTIVE: 

1.  Any  previous  history  of  high  blood  pressure. 

2.  Excessive  salt  intake 

3.  Use  of  birth  control  pills  or  other  hormones 

4.  Cardiac  or  renal  disease 

5.  Stroke 

6.  Cardiovascular  risk  factors  of: 

a.  diabetes 

b.  cigarette  smoking 

c.  lipid  abnormalities 

d.  family  history  of  hypertension  or  its  complica- 
tions (stroke,  "sudden  death,"  heart  failure) 

7.  Weakness,  muscle  cramps,  polyuria  (suggestive 
of  aldosteronism) 

8.  Headaches,  palpitations,  excessive  sweating  (sug- 
gestive of  pheochromocytoma) 

OBJECTIVE: 

1.  Three  or  more  elevated  blood  pressure  readings 
above  90  mm  Hg  diastolic. 

2.  Height  and  weight 

3.  Pressence  of  abnormality  during  funduscopic  exam 
of: 

a.  diffuse  A— V crossing  changes 

b.  hemorrhages 

c.  exudates 

d.  papilledema 

4.  Pressence  or  absence  during  neck  exam  of: 

a.  thyroid  enlargement 

b.  bruits 

c.  distended  veins 

5.  Auscultation  of  the  lungs 

6.  Heart  Exam: 

a.  increase  S2  (especially  S2  at  apex) 

b.  increase  in  rate 

c.  increase  in  size 

d.  precardial  heave 

e.  murmurs 

f.  arrhythmias 

g.  gallops 

7.  Presence  or  absence  during  abdominal  exam  of: 

a.  bruits 

b.  enlarged  kidneys 

c.  dilatation  of  aorta 

8.  Presence  or  absence  during  exam  of  extremities  of: 

a.  edema 

b.  peripheral  pulses 

c.  any  neurological  deficits,  usually  associated  with 
strokes 


A.  Diagnostic: 

1.  Required  measures: 

a.  SMA— 12  (SMAC  cheaper) 

b.  potassium  (SMAC  cheaper) 

c.  hematocrit 

d.  urinalysis 

2.  Elective  measures: 

a.  EKG 

b.  chest  x-ray 

c.  CBC 

d.  intravenous  urogram 

e.  urinary  catecholamines 

B.  Therapeutics: 

1.  Treatment  goal: 

a.  Achieve  and  maintain  diastolic  levels  at  less 
than  90  mm  Hg,  or  as  low  as  possible  with  a 
minimum  of  adverse  effects. 

2.  Class  I patients  with  diastolics  between  90-140 
mm  Hg 

a.  Weight  control,  decreased  salt  intake,  and/or 
relaxation  technique.  If  no  adequate  re- 
sponse is  obtained  within  three  months, 
therapy  may  be  elected  in  addition. 

b.  Factors,  which  if  present,  suggest  drug 
therapy: 

elevated  systolic  pressure 

presence  of  target  organ  damage 

family  history  of  complicated  hypertension 

male  sex 

smoking  habits 

elevated  cholesterol  levels 

diabetes 

Negro  race 

age  greater  than  forty 

c.  Correct  any  additive  risk  factors  in  cardio- 
vascular disease  (ie.  smoking  and  hyper- 
cholesterolemia) 

d.  If  drug  therapy  is  begun,  manage  as  a Class 
II  patient. 

e.  If  drug  therapy  is  not  begun,  recheck  patient 
every  three  months 

3.  Class  II  patients  with  diastolics  between  1 0B- 
129  mm  Hg 

a.  Step  1.  — Elect  either  (1)  or  (2)  or  (3)  or 
(4) 

(1)  Hydrochlorothiazide  with  dosage  range 
of  50-100  mg/day 

a.  Dietary  supplementation  with  potas- 
sium-rich foods 

b.  Monitor  serum  potassium  every  six 
(6)  months.  If  less  then  3.5  mEq/L 
or  symptoms  of  hypokalemia  pres- 
ent, see  hypokalemia  protocol. 

c.  Monitor  for  side  effects  of: 
increased  serum  uric  acid 
changes  in  CBC,  BUN,  serum  creat- 
inine, urinalysis,  or  gulcose,  once 
a year. 
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(2)  Dyazide  with  dosage  range  between  1-2 
capsules  per  day 

Lasix  may  be  choice  in  CHF  patient 
Other  diuretic  as  indicated  by  individual 
patient  need 

b.  Step  2. 

(1 ) Review  possible  reasons  for  therapeu- 
tic failure: 

(a)  Poor  patient  compliance 

(b)  Excessive  salt  intake 

(c)  Use  of  competing  drugs 

(2)  Select  and  add  one  of  the  following: 

(a)  Methyldopa  (Aldomet)  250  mg. 
BID.  Increase  weekly  by  250  mg. 
(BID  to  QID)  to  maximum  of 
3000  mg.  per  day 

(b)  Beta  blockers 

(b-1)  Propranolol  (Inderal)  40  mg. 
BID.  Increase  weekly  by  40 
mg.  (BID  to  QID)  to  maxi- 
mum of  480  mg.  per  day 
(b-2)  Metoprolol  (Lopressor)  50  mg. 
BID.  Increase  weekly  by  50 
mg.  (BID)  to  a maximum  of 
400  mg.  per  day. 

(3)  Monitor  for  side  effects  with: 

(a)  Methyldopa:  sedation,  dry 

mouth,  nasal  stuffiness,  Gl  dis- 
turbances, orthostatic  hypoten- 
sion, impotency,  positive  direct 
Coomb's  test,  hemolytic  anemia, 
hepatitis,  or  drug  fever. 

(b) Beta  blockers:  bradycardia, 

heart  failure,  asthma,  hypogly- 
cemia 

Therapeutic  resistance  from  increased 
fluid  retention  correctable  by  increas- 
ing diuretic  therapy  or  decreasing  salt 
intake. 

c.  Step  3. 

(1)  Review  possible  reasons  for  thera- 
peutic failure 

(2)  Add  or  substitute  one  of  the  other 
drugs  listed  in  Step  2 to  the  regimen 
in  order  to  enhance  control  or  de- 
crease side  effects 

d.  Step  4. 

(1)  Review  possible  reasons  for  thera- 
peutic failure 

(2)  Add  Hydralazine  (Apresoline)  50  mg. 
BID.  Increase  by  50  mg.  weekly  to 
maximum  of  300  mg.  per  day 

(a)  Monitor  for  side  effects  of: 
tachycardia,  anginal  pain,  head- 
ache, disorientation,  nausea,  vom- 
iting, anorexia,  influenza-like  re- 
action, paresthesias,  Lupas  syn- 
drome 

(3)  Retaining  the  diuretic,  add  or  sub- 
stitute any  of  the  other  anti-hyper- 
tensive  drugs  not  listed  previously 
in  this  protocol 

(a)Clonidine  (Catapress)  0.1  mg. 
BID.  Increase  by  0.1  mg.  (BID  to 
TID)  weekly  to  a maximum 


of  2.4  mg.  per  day.  Mon- 
itor for  side  effects  of:  dry 

mouth,  sedation,  constipation, 
dizziness,  headache,  fatigue,  night- 
mares, nervousness,  anxiety,  de- 
pression, slight  bradycardia,  CHF, 
rash 

Note:  Transient  weight  gain  for 

3-4  days  due  to  Na  and  fluid  re- 
tention. Abrupt  withdrawal  (pos- 
sibly 1 missed  dose)  may  cause 
rapid,  rebound  blood  pressure  in- 
crease. 

(b)  Prazosine  (Minipress)  1 mg.  TID 
increasing  weekly  to  a maximum  of 
5 mg.  TID.  Monitor  for:  "first  dose 
phenomenon"  --  sudden  collapse, 
postural  hypotension,  tachycardia, 
weakness,  and  syncope. 

(c)  Reserpine  0.125  mg.  qd.  increase 
in  3 weeks  to  maximum  of  0.25 
mg.  Monitor  for  side  effects  of: 
sedation  and  lethargy,  depression 
(ususally  after  2-8  months  treat- 
ment), bradycardia,  nasal  stuffiness, 
nausea,  dirrhea  or  peptic  ulcer 

e.  Step  5 — If  not  in  control: 

(1)  Look  for  specific  causes  of  treatment 
failure  not  previously  discovered 

(2)  Investigate  causes  of  secondary  hyperten- 
sion 

(3)  Increase  intake  of  one  or  more  of  the 
agents  in  the  above  steps  beyond  the 
limits  given  or  use  more  drugs  at  the 
same  time 

(4)  Persuade  the  patient  to  tolerate  more 
side  effects 

(5)  Use  some  combination  of  these  possibil- 
ities 

(6)  Add  or  substitute  Guanethidine  10  mg. 
qd.  Increase  in  weekly  doses  of  10  mg. 
as  needed  or  allocated  by  patient's  toler- 
ance of  side  effects 

(a)  Monitor  for  side  effects  of: 

Guanethidine:  Postural  hypotension, 
exertional  hypotension,  failure  of 
ejaculation,  diarrhea,  bradycardia, 
CHF 

4.  Class  III  patients  with  diastolics  above  130 

mm  Hg. 

a.  Without  complications  — initiate  therapy 
with  several  medications  simultaneously. 
(Step  I & Step  II)  bed  rest  and/or  hos- 
pitalize 

b.  With  complications  — hospitalize  and 
promptly  lower  blood  pressure  with  intra- 
venous medications  — Sodium  Nitro- 
prusside,  Diazoxide,  etc. 


C.  Schedule  Patient  Visits: 

1 . "Pre"  visits  (done  by  mid-level  practitioners 
or  nurses) 

a.  blood  pressure  checks 

b.  beginning  of  education 
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2.  Initial  visit  (done  by  M.D.) 

a.  establish  history  and  diagnosis 

b.  set  individual  goal 

c.  list  any  special  instructions 

3.  Follow-up  visits  (done  by  mid-level  practitioner 
or  M.D.) 

a.  use  hypertension  flow  sheet 

b.  M.D.  seen  if  patient  does  not  respond 
to  Step  II  treatment  and  requires  fur- 
ther therapy  manipulation 

(1)  M.D.  initiates  use  of  Step  III  drugs 

(2)  M.D.  reevaluates  goal,  special  in- 
structions 

(3)  M.D.  reevaluates  elective  diagnostic 
measu  res 

4.  Goal  reached  — chronic  management 

a.  yearly  visits  done  by  M.D.  or  F.N.P. 

(1)  reevaluate  physical  status 

(2)  reevaluate  goal 

(3)  outline  any  special  monitoring  needs 
a.  Individualize  lab  and  baseline 

retests  according  to  age,  initial 
severity,  and  target  organ  dam- 
age 

b.  continuous  pharmacy  contact 

(1)  refills  of  medications 

(a)  Patient  on  drug  recall  system 

(2)  blood  pressure  checks  every  3-4 
months  when  stable,  sooner  if  BP 
rises 

(3)  encourage  compliance 

(4)  reinforce  education  as  needed 

c.  decrease  dosages  or  the  number  of  medi- 
cations whenever  possible  without  sacri- 
ficing control 

d.  alert  all  personnel  to  pharmacological 
interactions  and  adverse  effects  of  anti- 
hypertensive agents  to  improve  monitor- 
ing and  prevention 

e.  when  dosages  stabilized,  convert  to  com- 
bination products  if  available  in  order 
to  simplify  the  regimen 


D.  Patient  Education  (1-3  could  be  prediagnostic) 
1.  First  visit  emphasis:  What  do  numbers 

mean? 

Lack  of  symptoms 
Decrease  Na  diet  sheet 


4. 


5. 


Third  visit  emphsis: 

Fourth  visit  emphasis: 
Fifth  visit  emphasis: 


6.  Sixth  visit  emphasis: 


Way  patient  is  to  be 
handled  (MD,  Pharm., 
or  FNP) 

Second  visit  emphasis:  Weight  loss,  diet,  exer- 
cise 

Other  means  of  decreas- 
ing blood  pressure 
Why  treat  high  blood 
pressure? 

Low  Na  + diet  sheet 
reinforced 

Diet  for  weight  control 
Diet  for  Na  control 
Diet  to  increase  K+ 
(if  patient  on  thiazide 
diuretic) 

Other  measures  to  con- 
trol blood  pressure 
Future  plans  with  indi- 
vidual patient 

7.  Through  the  above  sequence,  repitition,  A-V 

aids,  and  printed  material,  insure  patient  under- 
standing: 

a.  Of  seriousness  and  lifeling  nature  of  hyper- 
tension 

b.  Of  asyomptomatic  nature  of  the  disease 
and  the  fact  that  personal  feelings  do  not 
reflect  blood  pressure 

c.  Possible  consequences  of  uncontrolled 
hypertension  and  the  importance  of  tak- 
ing medications  to  control  it 

d.  That  therapy  will  have  to  be  tailored  to 
the  patient's  condition  and  may  result  in 
several  medication  changes  and  dosage 
adjustments  before  the  proper  combin- 
ation is  found 

e.  That  the  medications  may  produce  some 
unwanted  effects,  but  that  medications 
and  dosages  will  be  chosen  to  eliminate 
or  minimize  such  unpleasant  effects 

f.  Of  importance  of  keeping  follow-up 
appointments 

g.  Of  importance  of  reporting  any  discovered 
elevations  or  side  effects  to  the  physician 
immediately 

h.  That  whenever  possible,  cost  is  considered 
in  all  phases  of  therapy 

i.  Of  patient's  responsibility  in  his  own 
treatment  and  health 
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INDUSTRIAL  HYPERTENSION  CONTROL 
PROGRAM  IN  A RURAL  STATE 

CANDACE  C.  WALWORTH,  M.D  * 


The  New  Hampshire  Blood.  Pressure 
Control  Program  took  place  between  the 
years  1973  and  1976.  Let  us  begin  our 
review  of  that  program  with  a bit  of  geo- 
graphy. New  Hampshire  has  an  area  of 
approximately  9,000  square  miles  and  a 
population  of  750,000.  Although  a rural 
state,  it  has  a number  of  major  industries 
located  in  semi-urban  areas.  We  selected 
randomly  47  industries  in  18  different 
communities  located  in  the  southern  half 
of  the  state,  an  area  of  approximately 
6,000  square  miles.  The  screening  took 
place  within  the  factories  during  working 
hours.  Employing  a mobile  blood  pressure 
control  team  which  consisted  of  three 
blood  pressure  technicians  (high  school 
graduates  with  no  prior  medical  exper- 
ience) and  an  administrative  director,  we 
were  able  to  screen  approximatly  60 
employees  per  hour.  In  addition,  a full- 
time secretary  maintained  an  office  in 
Concord,  the  state  capital. 

Employees  completed  a medical 
history  questionnaire  and  were  weighed. 
Thereafter,  they  rested  in  a supine  position 
for  three  minutes.  During  this  initial 
visit,  two  blood  pressures,  thirty  seconds 
apart,  were  recorded  by  standard  tech- 
niques. The  second  blood  pressure  was 
used  for  diagnosis.  All  hypertensive 
employees  were  invited  to  return  for  a 
follow-up  visit  24  hours  later,  and  again, 
two  blood  pressures  were  recorded  after 


•Private  Practioner  in  Internal  Medicine/Nephrology, 
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a 3 minute  supine  rest.  All  employees 
found  to  have  possible  hypertension  at 
this  second  visit  were  rechecked  24  hours 
later. 

Employees  with  blood  pressure  ele- 
vation at  all  three  visits  were  assigned  to 
one  of  five  groups  and  were  evaluated  as 
outlined  in  Table  1.  Each  employee  was 
counseled  by  a technician,  with  the  em- 
phasis on  the  natural  history  of  untreated 
hypertension,  the  importance  of  therapy 
in  preventing  the  known  complications, 
and  the  necessity  for  lifelong  follow-up 
amd  treatment.  Laboratory  tests  were 
performed  at  the  community  hospital 
of  each  employee’s  physician.  The  phys- 
icians were  sent  copies  of  the  medical 
history  questionnaire,  all  blood  pressure 
recordings,  physical  examination,  and  elec- 
trocardiographic and  laboratory  data. 

The  protocol  of  the  program  was  dis- 
cussed with  the  staff  of  each  community 
hospital  prior  to  screening  within  that 
community.  After  the  screening  was 
completed  within  a community,  additional 
meetings  were  held  with  the  hospital  staffs 
to  report  the  results  for  their  community 
and  to  discuss  approaches  to  therapy. 

At  2 and  6 months  after  the  screen- 
ing, the  blood  pressure  technicians  contact- 
ed the  hypertensive  employees  by  phone 
or  letter  to  obtain  follow-up  data  and  to 
continue  patient  counseling. 

RESULTS 

Of  the  potential  22,  776  employees, 
69%  elected  to  participate  in  the  initial 
visit.  The  mean  age  of  the  population 
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Table  1 

GROUP  CLASSIFICATION  AND  MANAGEMENT 


GROUP 

AGE,  YEAR 

BLOOD  PRESSURE  (mm  Hg) 

MANAGEMENT 

!— A (mild) 

<44 

148/90-158/94 

Physical  examination,  ECG,  Creatinine, 
K+  determinations,  urinalysis 

1— B (moderate) 

<44 

>160/96 

Physical  examination,  ECG,  Creatinine, 
K+  determinations,  urinalysis,  IVP 

2 (mild) 

>44 

148/90-168/100 

Family  physician  follow-up 

3 (moderate) 

>44 

170/102-228/128 

Physical  examination,  ECG,  Creatinine, 
K+  determinations,  urinalysis,  (IVP  if 
diastolic  >1 14  mm  Hg) 

4 (severe)* 

Any 

>228/128 

Call  to  family  physician 

*Any  person  with  grade  3 eye  ground  changes. 


screened  was  44  years;  60%  were  men  and 
40%  were  women  (Table  2).  The  response 
rates  of  employees  invited  to  the  follow- 
up visits  1 and  2 were  97%  and  98%  respec- 
tively. Seventy -five  percent  of  the  employ- 
ees eligible  for  physical  examination  by 
the  blood  pressure  technicians  participated, 
and  74%  of  those  employees  eligible  for 
laboratory  tests  complied.  Hypertension 
was  detected  in  14%  of  the  employees 
at  the  initial  visit,  7%  at  the  first  follow-up, 
and  5%  at  the  second  follow-up.  Thus, 
as  has  been  demonstrated  before,  repeated 
blood  pressure  determinations  reduced  the 
number  of  subjects  labeled  as  hypertensive. 
Of  those  employees  with  definite  hyper- 
tension (groups  1-4),  25%  had  been 
previously  told  of  hypertension  and,  of 
those,  45%  were  receiving  drug  therapy. 

Table  3 shows  the  total  number  of 
employees  within  each  group  after  the 
original  classification  and  the  results  of 
the  follow-up  contact.  Eight  hundred 
and  five  (805)  employees  were  found  to 
have  an  elevated  blood  pressure  on  three 
visits.  There  were  560  men  and  245 
women.  The  age  distribution  was  similar 
in  both  sexes,  17-72,  with  an  average  age 
of  50  years.  Of  these  805  employees, 
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Table  2 

RESPONSE  RATES  TO  ALL  VISITS 


Potential  No. 

Response  No. 

% 

Initial  visit 

22,776 

15,609 

69 

Follow-up  1 

2,150 

2,095 

97 

Follow-up  II 

1,096 

1,074 

98 

Physical  Exam 

306 

229 

75 

Laboratory 

Tests 

306 

228 

74 

three  quarters  were  considered  to  have 
mild  hypertension  and  one  quarter  were 
considered  to  have  moderate  to  severe 
hypertension.  We  were  able  to  contact 
97%  of  the  classified  employees  within 
six  months.  Seventy-eight  percent  (78%) 
of  the  hypertensive  employees  had  visited 
their  physicians  and,  of  these,  67%  were 
being  treated  with  drug  therapy.  Of  the 
employees  with  moderate-severe  hyper- 
tension, 76%  saw  their  physicians  and  were 
receiving  antihypertension  therapy.  Of  all 
employees  who  visited  their  physician 
(631),  81%  were  being  seen  regularly. 
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Table  3 


SUMMARY  OF  FOLLOW-UP  DATA 

GROUP 

ORIGINAL  NO. 

CONTACTED  FOR 
FOLLOW-UP 

VISITED 

PHYSICIAN 

DRUG 

THERAPY 

FOLLOW-UP 
VISITS  PLANNED 

1 —A  (mild) 

84 

79 

51 

33 

41 

1— B (moderate)  102 

99 

73 

48 

60 

2 (mild) 

501 

491 

412 

251 

323 

3 (moderate) 

107 

105 

85 

70 

78 

4 (severe) 

11 

10 

10 

10 

10 

Total 

805 

784 

631 

412 

512 

The 

cost  of  each  blood 

pressure  de- 

termination  performed  during  the  screen- 
ing, including  the  first  and  second  follow- 
up visit,  was  $3.30  (Table  4).  The  cost  of 
finding  each  employee  with  hypertension 
was  $80,  and  for  identifying  the  employee 
to  receive  drug  therapy,  $160.  These  val- 
ues do  not  include  the  charges  for  labora- 
tory tests,  physician  visits,  or  drugs.  I will 
discuss  those  costs  in  a few  moments. 


Table  4 

COST  ANALYSIS 

Each  Blood  Pressure  Determination $3.30 

To  Find  One  Classified  Subject $80.00 

To  Find  One  Subject  Who  Received  Drug 

Therapy $160.00 


COMMENT 

One  hundred  thousand  miles  and  10 
months  later,  our  results  demonstrated 
that  the  screening  program  was  efficient, 
practical  and  accepted  by  the  medical 
community,  as  well  as  the  community  at 
large. 

The  percentage  of  hypertensive  em- 
ployees visiting  their  physician  within 
six  months  (80%)  was  compatible  with 
that  of  previous  studies  and  an  encouraging 
result.  The  percentage  of  referred  employ- 
ees being  treated  with  antihypertensive 
therapy  (67%)  was  higher  than  that 
reported  by  others.  However,  it  is  difficult 
to  comment  on  the  percent  treated  without 
knowing  the  blood  pressure  determinations 
from  their  physician’s  office,  and  whether 
or  not  drug  therapy  was  included  in  the 
physician’s  therapeutic  plans,  although  not 
yet  instituted. 


At  the  end  of  the  first  year,  our 
greatest  concern  was  that  only  80%  of  the 
employees  who  did  see  their  physicians 
were  given  follow-up  appointments.  Clear- 
ly some  of  these  employees  may  have  had 
blood  pressures  in  the  borderline  to  normal 
range  when  they  visited  their  physicians 
and,  therefore,  may  not  have  required 
drug  therapy.  However,  we  believe  that 
any  employee  with  three  consecutively 
elevated  blood  pressure  determinations 
should  be  followed  indefinitely.  This 
supports  the  need  for  continuing  emphasis 
on  the  principle  that  hypertension  is  a 
lifelong  disease  unless  a remediable  cause  is 
found.  As  such  an  emphasis  was  part  of 
each  employee’s  counseling  within  the 
program,  we  do  not  have  an  explanation 
for  this  result. 
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In  summary,  the  first  year  showed 
that  a previoudy  established  model  was 
applicable  to  a large,  rural  area.  It  illustrat- 
ed the  problems  and  costs  encountered 
when  dealing  with  large  populations  dis- 
tributed over  a wide  geographic  area,  and 
when  the  employees  involved  identified 
with  private  physicians  rather  than  uni- 
versity clinics.  I will  return  to  this  very 
important  point  in  a few  moments. 

In  the  second  year,  we  repeated, in 
essence,  the  entire  study  and  attempted 
to  objectively  assess  the  results  of  blood 
pressure  control,  patient  education,  and 
cost  benefit. 

Of  the  806  employees  (we  found 
one  employee  had  been  misclassified  the 
previous  year)  with  three  consecutive  blood 
pressure  elevations  identified  during  the 
first  year  of  our  study,  54  had  been  lost 
to  follow-up  and  9 had  died.  The  remain- 
ing employees  were  invited  to  return 
for  re-evaluation.  Six  hundred  and  sixty 
one  (661)  of  these  did  return  along  with 
randomly  selected  age  and  sex  matched 
controls  selected  from  the  normal  popu- 
lation of  first  year  screenees.  Re-evaluation 
was  carried  out  at  the  industries  under 
conditions  similar  to  the  first  year.  The 
employees  completed  a health  information 
questionnaire,  and  blood  pressure  deter- 
minations were  obtained  exactly  as  they 
had  been  previously.  The  technicians 
did  not  have  access  to  the  questionnaire 
at  re-examination.  They  thus  did  not 
know  the  status  of  the  employee  as  a 
member  of  the  hypertensive  or  control 
population,  or  whether  or  not  the  em- 
ployee was  taking  any  hypertensive  med- 
ications. The  system,  however,  was  not 
entirely  blinded  for  occasionally  a tech- 
nician would  recognize  an  employee  from 
the  first  year.  All  employees  who  quali- 
fied for  the  physical  examinations  at 
Year  1 were  re-examined,  and  repeated 
cardiograms  were  performed. 

To  evaluate  the  efficiency  of  treat- 
ment during  the  previous  year,  the  employ- 
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ees  were  classified  into  “mild”,  “moder- 
ate”, and  “severe”  categories  according  to 
the  average  of  six  blood  pressure  determin- 
ations made  during  the  initial  screening. 
This  average  was  compared  to  the  average 
blood  pressure  determination  recorded  in 
Year  2.  The  employees  were  considered 
controlled  if  the  average  blood  pressure  at 
Year  2 was  less  than  148  mm  Hg  systolic 
and  less  than  90  mm  Hg  diastolic.  Em- 
ployees were  considered  improved  if  there 
was  a greater  than  10%  drop  in  diastolic 
pressure.  Deaths  among  employees  were 
verified  by  contact  with  the  employ- 
ee’s personal  physician  and/or  exam- 
ination of  death  certificates. 

RESULTS  OF  YEAR  2 

Table  5 shows  the  average  blood 
pressures  of  the  hypertensive  and  control 
employees  at  Year  1 and  Year  2.  “Mild” 
refers  to  subjects  with  BP’s  148/90 
168/100,  “moderate”  170/102  + 200/114, 
and  “severe”  > 202/116.  Clearly,  there 
had  been  a significant  drop  in  the  average 
blood  pressures  of  the  hypertensive  em- 
ployees. Interestingly,  the  absolute 
changes  (e.g.  -20/-15)  closely  approximate 
those  reported  for  treated  patients  similar- 
ly classified  in  the  Veterans  Administration 
study  and  Alderman’s  study  of  a single 
industry.  Of  the  661  employees  rescreened 
(Table  6),  about  70%  were  currently 
being  followed  by  their  physicians  and 
55%  were  on  drug  therapy.  The  higher 
percentages  of  followed  and  treated  em- 
ployees were  in  the  “moderate”  and 
“severe”  groups.  Thirty  percent  of  the 
rescreened  employees  were  being  neither 
followed  nor  treated. 

One  hundred  and  forty-five  (145) 
employees  did  not  return  the  second 
year  for  re-evaluation  (Table  7).  Of  these, 
80  were  interviewed  by  phone,  and  we 
found  that  particularly  in  the  moderately 
hypertensive  group  (those  with  102-114 
diastolics),  the  employees  reported  regular 
physician  appointments  and  drug  therapy. 
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Table  5 

AVERAGE  BLOOD  PRESSURES  AT  YEAR  1 AND  YEAR  2 


CONTROL 

MILD 

MODERATE 

SEVERE 

Original  Sample  Size 

1104 

585 

200 

21 

Non-responders 

135 

111 

31 

3 

Seen  at  Year  2 

969 

474 

169 

8 

X Systolic  Year  1 

124 

153 

168 

195 

X Diastolic  Year  1 

74 

92 

104 

126 

X Systolic  Year  2 

122 

141 

148 

154 

X Diastolic  Year  2 

73 

84 

89 

96 

X Asystolic 

-2 

-12* 

-20* 

-40* 

X ADiastolic 

-1 

-8* 

-15* 

-29* 

* p <0.0001 


Table  6 

PHYSICIAN  FOLLOW-UP  AND  TREATMENT 


MILD 

MODERATE 

SEVERE 

Original 

Sample  Size 

585 

200 

21 

Non 

Responders 

111 

31 

3 

Seen  at  Year  2 

474 

169 

18 

Being 

Followed 

296 

128 

18 

Being  Rxed 

218 

116 

17 

Not  Being 
Followed  or 
T reated 

162 

31 

0 

In  general,  they  declined  re-evaluation 
because  they  didn’t  feel  it  necessary. 
We  can  say  nothing  about  efficacy  of  BP 
control  in  these  employees. 

Nine  hypertensive  employees  had 
died  during  the  year,  5 of  which  were 
cardiovascular  deaths.  Two  (2)  controls 


Table  7 

OUTCOME  OF  THE  NON-RESPONDERS 
Original  Subjects  806 

Non-responders  145 


80 

Interviewed  by  telephone 

54 

Lost  to  follow-up 

9 

Deaths 

2 

Lost  records 

145 

MILD 

MODERATE 

SEVERE 

Telephone 

No.  FU  Rx 

No.  FU  Rx 

— 

Interviews 

61  34  12 

19  14  13 

0 

had  died,  with  neither  death  being  at- 
tributed to  cardiovascular  causes. 

if  we  add  the  number  of  employees 
rescreened  to  those  interviewed  by  tele- 
phone (Table  8),  we  find  that  contact 
was  established  with  92%  of  our  original 
hypertensive  cohort  at  the  end  of  Year  2. 
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Table  8 

PERCENTAGES  OF  SUBJECTS  FOLLOWED  BY 
PHYSICIANS  AND  TREATED 


Total  Number 

of  Patients  Contacted 

741/806 

92% 

Number  Currently 
Being  Followed  By 
Their  Physicians 

490/741 

66% 

Number  on  Drug 

Therapy 

376/741 

51% 

Only  66%  of  the  hypertensive  employees 
currently  were  being  followed  by  their 
physicians,  compared  with  80%  at  6 
months.  Fifty-one  percent  (51%)  of  the 
hypertensive  employees  were  receiving 
antihypertensive  medications  as  compared 
with  53%  at  6 months;  no  real  change. 

More  encouraging  are  the  results 
of  the  131  employees  under  “optimum 
care”  (Table  9),  those  being  seen  regularly 
and  treated.  Their  average  BP  drops  were 
somewhat  greater  than  those  of  the  806 
employees  taken  as  a group,  as  shown 
in  Table  5.  Seventy -five  percent  (75%) 
were  either  normotensive  or  had  achieved 
at  least  a 10%  reduction  in  diastolic  pres- 
sure. By  comparison  with  those  employees 
not  being  followed  or  treated  (Table  10), 
remarkable  blood  pressure  diminutions 
did  not  occur.  Analyses  of  variance  were 
performed  seeking  other  variables  to  ex- 
plain the  blood  pressure  declines  that 
did  occur  in  the  untreated  group,  but  no 
significant  differences  were  noted  between 
treated  and  untreated  employees  in  terms 
of  weight  loss,  cessation  of  smoking,  etc. 

I think  it  is  important  to  focus  on 
the  initial  BP  recordings  of  these  untreated 
employees,  particularly  in  the  “mild” 
group,  15 1/91 -borderline  blood  pressure 
elevations.  Furthermore,  125  of  the  193 
employees  had  seen  their  physicians  within 
the  year,  thus  only  35%  remained  untreat- 
ed secondary  to  having  never  seen  their 
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Table  9 

RESULTS  OF  DRUG  THERAPY  IN  331 
HYPERTENSIVES 


MILD 

MODERATE 

SEVERE 

Sample  Size 

205 

108 

17 

Average  Initial 
Blood  Pressure 

155/93 

169/103 

195/125 

Average  Blood 
Pressure  on 
Re-exam 

139/84 

146/87 

1 55/96 

Mean  Systolic 
Reduction 

16 

23 

40 

Mean  Diastolic 
Reduction 

9 

16 

30 

Controlled 

142 

54 

5 

Improved 

8 

28 

10 

Table  10 

RESULTS  OF  193  UNTREATED  SUBJECTS 


MILD 

MODERATE 

Sample  Size 

162 

31 

Average  Initial 

Blood  Pressure 

151/91 

165/104 

Average  Blood 
Pressure  on 
Re-exam 

1 42/85 

1 56/96 

Mean  Systolic 

Reduction 

9 

8 

Mean  Diastolic 

Reduction 

6 

7 

physicians.  Moreover,  nearly  90%  of  the 
subjects  seeing  their  physicians,  but  receiv- 
ing neither  follow-up  appointments  nor 
treatment,  were  in  the  “mild”  category. 
I would  suggest  that  indeed  some  of  the 
untreated  patients  did  not  warrant  treat- 
ment, although  I would  argue  that  they 
required  future  blood  pressure  recordings 
on  a regular  basis. 
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The  overall  cost  of  the  program 
(Table  11)  was  $95,400,  with  the  largest 
portion  consumed  by  screening.  The 
employees  bore  the  drug  charges,  while 
laboratory  tests  and  physician  visits  were 
paid  principally  by  employee  health 
insurance.  In  terms  of  cost  effectiveness 
(Table  12),  it  cost  $254  to  find  one  treated 
employee,  and  $367  to  have  that  employee 
rendered  normotensive  or  improved.  Table 
13  summarizes  the  cost  of  the  Blood  Pres- 
sure Control  Program. 


Table  11 

TOTAL  COST  OF  PROGRAM 


Initial  Screening $62,440 

Laboratory  Examinations 9,452 

Physician  Visits 6,310 

Drug  Therapy 17,198 

Total $95,400 


Table  12 

COST  EFFECTIVENESS 


Cost/$ubject 
T reated 

$95,400/376 

$254 

Cost/Subject 

Controlled 

$95,400/211 

$452 

Cost/$ubject 
Controlled  or 
Improved 

$95,400/260 

$367 

Table  13 

SUMMARY  OF  COSTS  FOR  NEW  HAMPSHIRE 
BLOOD  PRESSURE  CONTROL 


Salaries: 

Technician  Team  and  Office 


Personnel $33,687.00 

Physician 4,800.00 

Office  Rent  and  Equipment 12,124.00 

T ravel  and  Communications 11 ,829.00 

Year  I Screening  TOTAL $62,440.00 

Laboratory  Tests 6,452.00 

Physician  Visits 6,310.00 

Drug  Costs  (376  patients,  1 year) 15,985.00 


$94,187.00 


FINAL  COMMENT 

The  immensity  of  the  hypertensive 
population  demands  trials  of  innovative 
detection  and  treatment  programs  that 
can  be  applied  to  large  populations  in 
urban  and  in  rural  areas.  Many  well- 
designed  studies  have  already  been  con- 
ducted, but  they  have  been  confined  to 
either  small  numbers  of  subjects,  residents 
of  a limited  geographical  area,  persons 
who  did  not  identify  with  a private  phys- 
ician, or  the  employees  of  a single  industry. 
Also  in  direct  contrast  to  our  study,  the 
treatment  of  these  subjects  was  supervised 
by  the  same  group  of  physicians  who  were 
responsible  for  evaluating  the  efficacy 
of  blood  pressure  control. 

In  contradistinction,  we  screened 
close  to  16,000  employees  of  47  industries 
located  in  nearly  a score  of  communities 
spread  over  6,000  square  miles.  We  re- 
ferred the  hypertensive  employees  to  more 
than  300  physicians  and  a year  later 
independently  assessed  the  efficacy  of  their 
treatment. 

Eighty  percent  of  our  hypertensive 
employees  visited  their  physicians.  Seventy 
percent  (70%)  of  these  were  still  being 
followed  at  the  time  of  rescreening.  A 
little  better  than  one  half  of  the  original 
800+  hypertensive  employees  received 
drug  therapy  and  of  these,  three  quarters 
were  normotensive  or  “improved.”  How- 
ever, when  we  consider  the  entire  cohort 
of  806  hypertensive  employees,  only  one 
third  of  the  employees  were  controlled 
or  “improved”  at  the  end  of  one  year. 

Obviously,  we  are  talking  about 
compliance:  patient  compliance  and 

physician  compliance. 

The  problem  of  patient  compliance 
to  medical  regimens  has  generated  consider- 
able research.  Some  results,  such  as  the 
outcome  of  Sackett’s  elegant  program  of 
patient  teaching,  have  been  gloomy,  and 
suggest  that  the  increased  awareness  of 
hypertensive  morbidity  and  mortality  does 
not  increase  medication  compliance  by  the 
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individual  patient.  Other  investigators 
report  superior  compliance,  or  blood  pres- 
sure control,  or  both.  To  cite  the  better 
known:  Finnerty,  using  nurse  practition- 

ers in  a university  clinic;  Alderman,  em- 
ploying paramedical  personnel  working 
with  physician  supervision  at  a large 
department  store;  Hanes,  treating  patients 
in  a rural  Georgia  blood  pressure  clinic; 
and  Stamler’s  blood  pressure  control 
team  dispensing  care  in  Chicago. 

I think  the  New  Hampshire  program 
also  demonstrates  encouraging  patient 
compliance.  Those  employees  who  saw 
physicians  and  were  given  follow-up 
appointments,  kept  them.  Those  pre- 
scribed medications  took  them,  as  demon- 
strated by  the  75%  normotensive  or  im- 
proved figure.  And,  one  unique  aspect 
of  this  study  is  the  hundreds  of  employees 
seeing  hundreds  of  private  physicians. 

We  could  have  increased  our  per- 
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centage  of  treated  and  controlled  employ- 
ees by  initiating  therapy  at  the  time  of  the 
second  follow-up  visit.  As  you  may  recall, 
98%  of  the  hypertensive  employees  were 
active  participants  at  that  point. 

This  approach  has  been  used  in  other 
programs.  Such  studies  employed  allied 
medical  personnel  to  follow  and  treat  pa- 
tient populations  in  large  university  clinics 
and  patients  who  did  not  identify  with 
private  physicians.  But  these  studies  are 
not  applicable  to  the  realities  of  the  health 
care  system  in  which  we  operated.  Our 
employees  identified  with,  or  sought,  a 
private  physician.  The  assumption  of 
responsibility  for  their  drug  therapy 
and  medical  care  by  the  blood  pressure 
technician  team,  even  with  physician 
supervision,  would  not  have  been  practi- 
cal or  acceptable.  In  essence,  our  program 
emphasized  the  strengthening  of  the 
existing  physician-patient  relationship. 


The  Journal  of  the  South  Carolina  Medical  Association 


COMMUNITY  INVOLVEMENT  IN  HIGH 
BLOOD  PRESSURE  CONTROL  - 
THE  BAMBERG  MODEL 

MICHAEL  C.  WATSON,  M.D.* 


In  1974  and  1975  when  the  physicians 
in  Bamberg  County  realized  the  extent  of 
the  problem  of  hypertension  and  the 
importance  of  its  control,  they  set  about 
to  evaluate  the  problem  in  the  county 
and  try  to  meet  this  problem  with  an 
effective  solution.  This  report  will  en- 
deavor to  describe  the  plan  developed 
for  the  control  of  hypertension  in  this 
small  rural  county  in  southeastern  South 
Carolina  and  the  results  of  26  months’ 
activity. 

Table  1 compares  Bamberg  County 
population  statistics  with  those  of  South 
Carolina  and  the  United  States.  This 
table  seems  clearly  to  indicate  that  Bam- 
berg County  has  a population  that  is 
largely  rural  and  black.  In  addition, 
compared  with  the  state  and  nation, 
it  is  relatively  young,  poor,  uneducated 
and  medically  underserved.  The  resi- 
dents of  this  area  also  have  a high  death 
rate  from  heart  disease  and  very  high 
death  rate  from  cerebrovascular  disease. 

Table  2 indicates  the  necessary  ele- 
ments that  were  identified  for  a com- 
prehensive program  of  control  of  hy- 
pertension. It  was  obvious  that  no  sin- 
gle system  of  health  care  delivery  in  our 
county  could  furnish  all  of  these  ele- 
ments; therefore,  a program  was  designed 
to  blend  the  strength  of  the  private  phy- 
sicians with  the  Health  Department  and 
various  state,  national,  and  community 
agencies  in  order  that  all  of  these  ele- 

*Clinical Faculty,  Department  of  Family  Practice,  Med- 
ical University  of  South  Carolina;  County  Health  Officer 
and  Private  Practitioner,  Bamberg,  South  Carolina. 


ments  might  be  supplied. 


Table  1 

BAMBERG  COUNTY  COMPARISON  WITH  SOUTH 
CAROLINA  DND  THE  UNITED  STATES 


Population  16,  971 


U.S. 

S.C. 

Bamberg  County 

Race 

White 

89.9% 

69.1% 

40.3% 

Non-white 

13.1% 

30.9% 

59.7% 

Rural 

26.5% 

52.4% 

56.3% 

Below  8th 

Grade 

Education 

28.3% 

38.1% 

45% 

Live  in 

Poverty 

1 3.7% 

23.9% 

35.1% 

Per  Capita 

Income,  Avg. 

$6,393 

$5,197 

$3,917 

Un- 

employed 

7.9% 

7.2% 

8.2% 

Housing 
Units  Lacking 
Indoor 
Plumbing 

6.0% 

18.0% 

34.0% 

Residents 
Below 
Age  20 

34.9% 

37.6% 

40.8% 

Physician 

Density,  All 

1/603 

1/1,067 

1 /2802 

Primary  Care 

Physicians 

1/1290 

1/2109 

1/3362 

Mortality 
(Per  1000 
Deaths)  Heart 
Disease 

323.3 

300.1 

345.4 

Cerebro- 

vascular 

Disease 

84.1 

93.7 

162.4 
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Table  2 

NECESSARY  ELEMENTS  FOR  COMPREHENSIVE 
PROGRAM  OF  HYPERTENSION  CONTROL  IN 
BAMBERG  COUNTY 

1.  Public  education 

2.  Detection 

3.  Confirmation 

4.  Cooperative  relationship  between  Health  Depart- 

ment and  family  physicians 

5.  Physician  oversight  of  diagnosis  and  treatment 

protocols 

6.  Patient  education  and  motivation 

7.  Blood  pressure  monitoring 

8.  Compliance  monitoring 

9.  "Drop-out"  retrieval 


Table  3 shows  the  support  agencies 
that  were  identified  and  participated 
in  the  development  of  this  program. 
The  central  agency  for  the  management 
of  hypertension  on  a county-wide  basis 
was  a unit  within  the  local  Health  De- 
partment consisting  of  a team  of  five 
part-time  and  full-time  persons  as  shown 
on  Table  4. 

Table  5 indicates  the  local  supporting 
agencies  that  were  brought  to  bear  on 
the  problem  by  the  special  unit.  The 
unit  team  members  were  filling  tradi- 
tional roles,  except  for  the  Community 
Organizer.  This  was  a special  category 
developed  for  this  unit  who  functioned 
in  a variety  of  ways  as  shown  on  Table 
6.  He  developed  a county  advisory  com- 
mittee; trained  over  75  volunteers  to 
take  blood  pressure  and  these  individuals 
later  became  certified  by  the  American 
Heart  Association;  he  developed  hyper- 
tension screening  clinics  all  over  the  coun- 
ty; and  he  developed  a county-wide  health 
education  program.  This  health  educa- 
tion program  was  county-wide  with  the 
cooperation  of  the  local  newspaper  and 
radio  station.  Various  members  of  the 
team  spoke  in  churches  and  before  other 
large  groups  and  also  spoke  and  gave 
audio-visual  presentations  to  small  groups. 

84 


Table  3 

SUPPORT  AGENCIES 

1.  South  Carolina  Department  of  Health  and  En- 

vironmental Control 

2.  Medical  University  of  South  Carolina 

3.  South  Carolina  Heart  Association  Affiliate,  Amer- 

ican Heart  Association  — Task  Force  on  Hyper- 
tension 

4.  American  Heart  Association  — Office  of  Minority 

Involvement 

5.  United  Methodist  Church  — Board  of  Global  Minis- 

tries — Kendall  Fund 

6.  Comprehensive  Employment  and  Training  Act 

(CETA) 


Table  4 

PROJECT  UNIT  TEAM 

1.  Community  Organizer 

2.  Nurse  Clinician  (4  days/  week) 

3.  Family  Nurse  Practitioner  (1  day / week) 

4.  Community  Health  Aide 

5.  Secretary 


Table  5 

Local  Support  Agencies 

County  County  Health  Local  Heart 


Community  Organizer 
County 

Advisory  Committee 


County-wide 

Health  Education 
Program 

Hypertension 
Screening  Clinics 
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A special  effort  was  made  in  school 
presentations.  In  the  clinic  there  was 
as  on-going  program  of  small  group  teach- 
ing and  individual  counselling.  Various 
pamphlets  were  obtained  from  a variety 
of  sources  and  distributed  in  grocery 
stores  and  other  places  that  seemed  ap- 
propriate. The  team  also  had  exhibits 
at  fairs  and  festivals  at  which  time  a screen- 
ing clinic  was  held. 

Table  7 shows  the  steps  in  patient 
management  through  the  system  of  the 
special  unit,  if  an  individual  was  found 
to  be  hypertensive  at  a screening  clinic 
he  was  given  an  appointment  to  the  unit 
located  at  the  Health  Department.  This 
visit  was  the  first  of  three  visits  to  con- 
firm that  indeed  the  individual  did  have 
a sustained  blood  pressure  of  140/90 
or  higher.  On  these  three  visits  health 
education  was  begun  with  an  emphasis 
on  weight  reduction,  salt  restriction, 
tobacco  and  alcohol  avoidance  and  pro- 
per exercise.  When  the  individual  was 
found  to  have  sustained  hypertension 
he  was  referred  to  a family  physician 
of  his  choice  for  an  initial  evaluation. 

The  family  physician  had  the  option 
of  removing  the  patient  from  the  care  of 
the  unit  , beginning  treatment  at  this  time 
and  returning  the  patient  to  the  unit  for 
follow-up;  or,  returning  the  patient  to  the 
clinic  for  a collection  of  data  base.  This 
data  base  consisted  of  an  SMA12,  urinaly- 
sis, electrocardiogram  and  a limited  phy- 
sical assessment.  When  this  data  was 


T able  7 

STEPS  IN  PATIENT  MANAGEMENT 

1.  Screen  to  detect  BP's  ^>1 40/90 

2.  Confirm  sustained  hypertension  and  begin  Health 

Education 

3.  Refer  to  family  physician  for  initial  evaluation 

4.  Return  to  unit  for  collection  of  data  base 

5.  Return  to  family  physician  for  evaluation  with  data 

and  initiation  of  treatment 

6.  Return  to  unit  and  shared  relationship  begun 


collected  he  was  returned  to  the  family 
physician  for  the  initiation  of  treatment. 
Again,  the  family  physician  had  the  op- 
tion of  removing  the  individual  from  the 
system  or  initiating  drug  therapy,  seeing 
the  patient  until  the  blood  pressure  sta- 
bilized at  normotensive  levels  and  then 
returning  the  patient  to  the  clinic  for 
follow-up.  The  physician  instructed  the 
clinic  at  what  periods  of  time  the  pa- 
tient should  return  to  the  clinic  for  check- 
ups and  at  what  time  the  patient  would 
return  to  the  private  physician  for  a more 
comprehensive  check-up.  At  no  time  was 
a patient  allowed  to  be  away  from  the 
family  physician  for  more  then  twelve 
months. 

Table  8 shows  the  results  of  this  ef- 
fort over  a period  of  time  from  April  1, 
1977  to  July  1,  1979.  Using  this  type 
of  management  38.5%  of  the  adults  of 
the  county  aged  20  years  and  above 
were  screened.  Eight  hundred  seventy- 
six  were  found  to  have  a sustained  blood 
pressure  above  140/90.  This  was  23.4% 
of  those  who  were  screened.  From  data 
supplied  by  the  American  Heart  Associa- 
tion it  was  calculated  that  2644  indivi- 
duals in  Bamberg  County  suffer  from  hy- 
pertension and  this  unit  detected  32%  of 
these  individuals.  Of  those  876,  the  clinic 
is  now  following  481  patients  and  main- 


T able  8 

RESULTS  OBTAINED  BY  TOTAL  EFFORT  OF  UNIT 
AND  PRIVATE  PHYSICIANS 
APRIL  1977-  JULY  1979 

Total  persons  screened: 

3,733  (38.5%  of  adults  age  20  in  county) 

Patients  found  with  sustained  hypertension  (BP  ^”140/ 
90): 

876  (23.4%  of  those  screened  and  32%  of  those 
predicted  to  have  hypertension  in  county—  2,644) 

Patients  being  maintained  at  normotensive  levels  in  a 
shared  relationship: 

481  (19%  of  predicted  hypertensive  population) 
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tains  these  patients’  blood  pressures  at 
normotensive  levels.  The  cases  of  306 
patients  who  were  found  to  be  hyperten- 
sive have  been  closed  by  the  clinic  due  to 
a variety  of  reasons.  The  main  reason 
was  that  the  blood  pressure  of  a sub- 
stantial number  of  individuals  returned  to 
normal  with  weight  reduction  and  salt 
restriction.  They  had  intensive  counsel- 
ling and  were  cautioned  to  have  their 
blood  pressures  checked  regularly  but 
were  dismissed  from  this  clinic.  Another 
group  chose  to  be  followed  by  their  pri- 
vate physicians  or  the  private  physicians 
felt  that  these  patients  should  best  be 
followed  by  a physician.  A third  group 
lived  too  far  from  the  clinic  and  were 
referred  to  other  facilities  or  moved  away 
and  their  cases  were  closed. 

We  do  have  an  on-going  school  program 
and  screen  all  the  children  in  the  eighth 
and  twelfth  grades.  During  this  period  we 
screened  315  children  and  found  40  on 
initial  screening  to  have  elevated  blood 
pressures.  It  is  interesting  that  all  40  of 
these  children  had  very  strong  family 
histories  of  hypertension.  Only  five  showed 
sustained  hypertension  but  all  40  were 
given  intensive  counselling  regarding  salt 
restriction  and  weight  reduction,  tobac- 
co and  alcohol  avoidance,  and  proper 
exercise.  Of  those  five  with  sustained 
hypertension,  three  became  normotensive 
with  dietary  and  salt  restructions,  two 
had  to  be  placed  on  drug  therapy. 

We  did  review  those  patients  lost  to 
follow-up  and  contacted  64  individuals 
who  did  not  return  to  the  clinic  for  their 
appointments  or  re-appointments.  Sixty- 
nine  percent  of  these  were  black,  47% 
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were  employed  and  the  reasons  they  gave 
for  not  returning  were:  31%  said  that  the 
clinic  hours  conflicted  with  their  job 
hours;  30%  said  that  they  did  not  have 
adequate  transportation;  22%  were  being 
followed  by  their  private  physicians  and 
had  not  notified  the  clinic;  11%  said  they 
had  no  symptoms  and  saw  no  reason  to 
continue;  and  only  3%  stated  that  they 
had  intolerable  side  effects  from  the 
drugs. 

As  a result  of  this  information,  we 
established  night  clinics  and  interviewed 
the  local  employers  who  unanimously 
agreed  that  their  employees  could  take 
time  off  from  work  to  go  for  their  clinic 
appointments.  The  transportation  situa- 
tion was  improved  by  enlisting  the  as- 
sistance of  the  Department  of  Social 
Service  and  the  Office  of  the  Aging.  As  a 
result  of  this,  all  of  the  patients  who  had 
dropped  out  of  the  clinic  were  returned 
to  regular  clinic  follow-up  except  those 
being  followed  by  their  private  physicians. 

In  summary,  this  report  has  sought  to 
show  that  part  of  the  hypertension  pro- 
blem in  a small  rural  county  can  be  suc- 
cessfully managed  with  the  assistance 
of  a specialized  unit  in  the  local  Health 
Department  which  has  no  physician 
component.  The  program  tries  to  utilize 
all  the  agencies  in  the  county  for  its  ef- 
fective functioning,  especially  the  close 
cooperation  with  the  private  physicians. 
As  a result  of  the  functioning  of  this 
agency  for  26  months  in  our  county  we 
have  been  able  to  detect  and  maintain  at 
normotensive  levels  19%  (481)  of  the  total 
calculated  number  of  hypertensive  pa- 
tients in  our  county  (2644). 
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TENNESSEE  COOPERATIVE  RURAL 
HYPERTENSION  (1979) 


THORTON  E.  BRYAN,  M.D.* 
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OVERVIEW 

The  Cooperative  Rural  Hypertension 
Project  came  into  being  for  two  reasons: 
first  was  the  inadequacies  of  current  ef- 
forts to  alleviate  hypertension  in  the  rural 
areas  of  Tennessee,  and  second  was  the 
availability  of  a vast,  untapped  resource 
which  could  be  directed  to  the  problem, 
namely  young  health  professionals,  bet- 
ter known  simply  as  students.  Cul- 
turally, rural  areas  offer  a challenge  to 
the  modern  health  delivery  system.  With 
bewildering  speed,  this  system  has  changed 
from  being  predominately  oriented  to 
rural  areas  (circa  1945)  to  being  predom- 
inately oriented  to  urban  areas.  Rural 
areas  are  consequently,  now  out  of  the 
mainstream  of  health  care  access,  out 
of  the  mini-revolution  of  the  healthy 
life-style  movement  (jogging,  yoga,  health 
foods,  centering,  and  the  like),  and  out  of 
the  mainstream  of  the  emerging  United 
States’  culture  in  general.  To  meet  this 
challenge,  there  exists  an  enormous  resevoir 
of  students  (medical,  nursing,  nutrition, 
health  education,  etc.)  who  are  “idling” 
in  academic  pursuits.  Many  are  anxious 
for  opportunities  to  apply  their  newly  won 
skills  and  exercise  the  birthright  of  the 
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young-idealism.  Competently  guided  and 
managed,  the  skills  and  energies  of  young 
health  professionals  can  be  a god-send 
to  rural  areas  struggling  with  near  intract- 
able health  problems  and  suffering  from 
the  absence  of  qualified  assistance. 

By  most  standards,  the  Cooperative 
Rural  Hypertension  Project  has  to  be 
judged  a success.  Of  88,267  persons  liv- 
ing in  four  rural  counties  of  West  Tennessee 
(Crockett,  Decatur,  Henderson,  and  Ches- 
ter), 7881  (11.9%)  were  physically  screen- 
ed for  hypertension  by  eight  students  in  an 
eight  week  period.  More  importantly, 
170  educational  programs  were  personally 
presented  to  clubs,  auxiliaries,  industrial 
plants,  etc.;  daily  radio  and  television 
spots  were  aired  (programs  furnished 
by  the  National  High  Blood  Pressure 
Education  Program);  follow-up  plans  were 
developed  and  so  far  have  been  adhered  to 
rigorously;  and  the  University  of  Tennessee 
Family  Practice  Residency  Program  at 
Jackson  was  integrally  involved  in  this 
regional  effort.  Total  cost  (not  count- 
ingin-kind  services)  was  $34,  393. 

The  success  of  the  program  can 
be  reduced  to  a simple  formula.  (1)  A 
local  medical  school  (Department  of 
Family  Practice,  University  of  Tennes- 
see) took  an  active  role  in  developing 
and  implementing  the  project.  This  lent 
credibility  to  the  project’s  image  in  the 
community  and  in  the  medical  school. 
(2)  Much  advance  work  was  done  with 
community  leaders  and  most  important- 
ly, with  local  physicians.  Their  support 
was  gained  at  the  outset.  (3)  Physicians 
and  community  leaders  were  active  in 
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planning  the  project  and  held  a central 
place  in  executing  the  plan.  (4)  A team 
of  professionals  managed  the  project. 
This  team  was  headed  nominally  by  the 
American  Medical  Students  Association 
(AMSA)  Foundation  - Community  Tech- 
nical Assistance  Program.  Equally  im- 
portant, if  not  more  so,  was  the  Ten- 
nessee Valley  Authority  Division  of  Health 
Resource  Development,  the  National  High 
Blood  Pressure  Education  Program,  and 
the  University  of  Tennessee  Department 
of  Family  Practice.  (5)  Students  were 
the  field  workers.  Their  energy,  native 
charm,  hard  work,  enthsiasm,  and  eager 
talent  won  the  respect  and  good  will 
of  the  rural  people  they  encountered. 

INTRODUCTION 

STATEMENT  OF  PURPOSE 

This  report  will  focus  on  the  ac- 
tivities, accomplishments,  and  results  of 
the  Cooperative  Rural  Hypertension  Pro- 
ject. In  brief,  the  purpose  of  the  pro- 
ject was  to  identify,  educate,  and  refer 
for  treatment  all  possible  hypertensives 
in  a four-county  area  of  rural  western 
Tennessee.  Four  interdisciplinary  teams 
of  two  health  science  students  each  worked 
with  community  citizens  within  each 
county  including  physicians  and  other 
health  care  providers.  This  pilot  pro- 
ject received  funds  for  a six-month  dur- 
ation from  May  1,  1979  through  October 
31,  1979.  Funds  were  awarded  by  Merck, 
Sharp,  and  Dohme  ($29,393)  and  by 
the  Tennessee  Valley  Authority  ($5,000). 

DESCRIPTION  OF  THE  WORK  PLAN 

During  the  summer  of  1979  eight 
young  health  professionals  were  placed 
in  four  rural  counties  of  western  Ten- 
nessee. All  students  and  key  community 
leaders  completed  a one-day  orientation, 
designed  to  provide  a basic  understanding 
of  high  blood  pressure,  to  familiarize 
them  with  their  placement  counties, 
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and  to  appraise  them  of  potential  re- 
sources. The  students  then  dispersed 
to  their  placement  counties.  Strong 
community  leadership  was  provided  in 
each  county  by  local  physicians  and 
other  identified  county  leaders.  Two 
students  in  each  county  spent  eight  weeks 
developing  and  implementing  hyperten- 
sion control  projects. 

The  specifics  of  each  county’s 
program  depended  to  a great  extent  on 
the  type  of  resources  and  services  avail- 
able within  the  county.  In  counties  such 
as  Crockett  and  Henderson,  where  in- 
dustry was  the  major  source  of  income, 
students  utilized  industrial  settings  for 
screenings  and  educational  programs. 
Whereas,  in  Chester  County  where  many 
people  are  self-employed,  students  fo- 
cused on  other  aggregations  of  people, 
such  as  community  civic  groups  and 
home  demonstration  clubs.  Among  the 
services  provided  were  hypertension  ed- 
ucation programs  and  presentations,  in- 
dividual and  family  counseling,  screen- 
ings, referral  to  health  providers,  fol- 
low-up of  identified  hypertensives,  and 
community  assistance  in  planning  for 
future  high  blood  pressure  control  ac- 
tivities. 

Following  the  community  exper- 
iences, the  students  and  community 
leaders  returned  to  a one  day  debrief- 
ing. The  meeting  participants  were  pro- 
vided the  opportunity  for  sharing  ex- 
periences with  each  other,  making  recom- 
mendations for  improving  program  ac- 
tivities, and  for  reflecting  on  what  they 
had  learned. 

PLANNING  AND  DEVELOPMENT 
OF  THE  PROJECT:  A Critical  Phase 

A project  feasibility /planning  meet- 
ing in  February  1979,  involving  repre- 
sentatives of  TV  A;  the  National  Heart, 
Lung,  and  Blood  Institute  (NHLBI); 
University  of  Tennessee  Center  for  Health 
Sciences  (UTCHS)  Department  of  Fam- 
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ily  Medicine;  and  AMSA  marked  the 
beginning  of  a truly  collaborative  effort. 
The  sharing  of  ideas,  resources,  and  ex- 
periences at  this  and  other  planning  meet- 
ings contributed  to  a high  degree  of  en- 
thusiasm and  interest  for  the  project. 
The  entire  planning  group  had  input 
into  the  development  of  the  project  pro- 
posal. 

The  TVA  provided  funds  to  sup- 
port the  project  through  the  early,  but 
critical  stage  of  development.  Ms.  Jacque 
Admire,  NHLBI,  and  Dr.  Thornton  Bryan, 
Chairman  of  the  Department  of  Family 
Medicine,  the  University  of  Tennessee 
Center  for  the  Health  Sciences,  provided 
leadership  in  securing  funds  from  Merck, 
Sharp,  and  Dohme  Pharmaceuticals. 

With  financial  support  secure,  the 
next  step  became  one  of  gaining  the 
support  of  the  communities.  Dr.  Bryan 
advised  the  planning  group  that  the  way 
to  insure  community  support  was  to 
begin  enlisting  the  cooperation  of  county 
physicians.  The  University  of  Tennessee 
Family  Practice  Residency  Program,  in 
Jackson,  Tennessee,  was  intimately  in- 
volved in  the  planning  at  this  stage.  Dr. 
George  Shannon,  Director  of  the  resi- 
dency program,  worked  closely  with 
Dr.  Bryan  in  defining  ways  in  which 
the  residency  program  could  best  be 
used  in  the  project.  Dr.  Shannon  and 
his  staff  were  instrumental  in  identify- 
ing counties  for  involvement  in  the  pro- 
ject and  in  recruiting  local  physician 
participation.  After  the  project  was 
underway  the  residency  program  pro- 
vided clinical  and  educational  oppor- 
tunities for  the  students. 

A meeting  with  physicians  and 
county  officials  from  each  of  the  four 
proposed  county  sites  was  held  in  Jackson 
for  the  purpose  of  presenting  our  ideas, 
asking  for  their  input,  and  requesting 
their  endorsement  and  support.  Fol- 
lowing the  presentations,  the  majority 
of  the  discussion  reflected  the  physi- 


cians’ concerns  that  the  communities 
participate  in  the  planning  and  imple- 
mentation of  the  project.  They  strongly 
felt  that  the  project  would  have  a higher 
probability  of  success  if  the  specifics 
of  the  project  could  be  decided  locally, 
based  on  local  residents’  understanding 
of  what  would  work  best  in  their  own 
counties.  Given  the  assurance  that  this 
was  our  thinking  as  well,  each  physician 
took  on  the  responsibility  of  presenting 
this  project  to  the  county  citizenry. 


The  following  week,  well-attended 
meetings  were  held  in  all  four  counties. 
Thirteen  to  forty  people  attended  in  each 
county.  The  meetings  were  organized 
and  chaired  by  local  physicians.  Dr. 
Bryan  and  AMSA  staff  made  presenta- 
tions on  high  blood  pressure  (the  nature 
of  the  problem  in  rural  areas,  its  pre- 
valence and  control,  education  of  hy- 
pertensives, etc.)  and  on  the  specifics 
of  the  Cooperative  Rural  Hypertension 
Project.  In  each  county,  the  communi- 
ty members’  willingness  to  take  on  the 
responsibility  for  the  logistics  of  the 
project  (free  housing  for  the  students, 
scheduling  of  meetings,  publicity,  etc.) 
demonstrated  their  strong  commitment 
to  local  owership  and  involvement. 

Recruitment  and  selection  of  stu- 
dent participants  occurred  within  six 
weeks  of  the  project  orientation.  As 
a result  of  faculty  assistance  from  UTCHS- 
Memphis,  all  five  medical  students  par- 
ticipating in  the  project  were  students 
at  UT-Memphis.  Two  students  grew 
up  in  counties  participating  in  the  pro- 
ject, and  all  are  originally  from  western 
Tennessee.  The  participation  of  “home- 
town” students  definitely  contributed 
to  the  responsiveness  of  the  communi- 
ties. 
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PROGRESS  REPORT 

DESCRIPTION  OF  EDUCATIONAL 
ACTIVITIES  AND  TREATMENT/ 
MANAGEMENT  SERVICES 

Educational  Activities 

Education  was  an  integral  part 
of  virtually  every  aspect  of  the  project. 
As  a result  of  the  project,  the  following 
four  groups  have  esperienced  an  increased 
awareness  of  hypertension  and  hyper- 
tension control:  the  consumer  group; 

practicing  health  providers;  students;  and 
the  hypertensive  patient. 

The  Consumer  Group 

The  most  fundamental  aspect  of  the 
education  program  was  public  education 
through  mass  media.  By  making  the 
public  aware  of  the  problem  of  hyper- 
tension and  its  related  diseases,  a more 
informed  and  responsive  public  resulted. 
Newspapers,  radio  spots,  flyers,  and  pos- 
ters were  used  daily  to  encourage  poeple 
to  learn  more  about  high  blooc  pressure 
and  to  utilize  the  screening  services 
scheduled  in  their  area.  Public  service 
announcements  and  educational  materi- 
als were  made  available  by  the  National 
High  Blood  Pressure  Education  Program 
and  the  American  Heart  Association. 

In  a collaborative  effort  with  local 
planning  groups  in  each  county,  the  stu- 
dents developed  educational  programs 
that  seemed  to  best  fit  each  county’s 
needs.  Small  and  large  group  presen- 
tations, discussion  groups,  mass  media, 
and  individual  and  family  counseling 
were  all  used  for  educating  the  public. 
Approximately  175  presentatives  were 
given  to  a variety  of  groups  — civic  clubs, 
church  groups,  home  demonstration  clubs, 
senior  citizen  groups,  health  professional 
groups,  and  industrial  plants.  As  was 
suggested  by  the  local  planning  groups, 
students  took  advantage  of  scheduled 
monthly  or  weekly  meetings  of  clubs 


to  give  presentations.  This  method  of 
reaching  the  population  was  effective 
from  several  vantage  points.  First,  it 
was  an  easy  entre  to  pre-assembled  groups 
which  required  very  little  publicity.  Sec- 
ondly, going  to  social  and  civic  func- 
tions was  an  opportunity  for  the  stu- 
dents to  increase  human  resources  within 
the  counties.  One  of  the  most  frequently 
utilized  groups  in  each  county  was  the 
home  demonstration  clubs.  At  meetings 
such  as  this,  the  students  gave  brief  (10- 
15  minutes)  presentations,  concluding 
with  a question  and  answer  period.  Peo- 
ple were  encouraged  to  have  their  blood 
pressure  checked  at  the  end  of  the  meet- 
ing. 


Practicing  Health  Providers 

Education  of  practicing  health  pro- 
viders was  seen  as  an  extremely  impor- 
tant aspect  of  the  educational  program. 
The  close  contact  physicians  and  other 
providers  maintained  with  the  program 
afforded  them  the  opportunity  for  up- 
dating their  knowledge  about  hyper- 
tension through  printed  and  visual  mater- 
ial made  available  by  the  program  and 
through  contact  with  the  students.  Al- 
though the  students  were  naturally  re- 
garded by  health  providers  as  learners, 
they  also  were  in  a position  to  teach 
their  senior  peers. 

The  physicians  representing  all  four 
counties  were  responsible  for  providing 
the  main  entre  for  students  and  the  pro- 
gram into  the  community.  This  role 
gave  them  the  opportunity  for  communi- 
cating with  county  members  on  a planning 
level.  Although  this  experiences  was 
probably  not  a novel  one  for  many  of  the 
physicians,  it  was  regarded  as  a valuable 
learning  experience. 


The  Student  Group 

The  clinical  and  non-clinical  as- 
pects of  hypertension  and  hypertension 
control  were  both  learning  experiences 
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for  the  students.  Most  of  the  clinical 
skills  they  developed  during  the  eight 
weeks  came  through  contact  with  area 
physicians  and  through  the  actual  im- 
plementation of  the  project.  Weekly 
group  meetings  with  faculty  from  the 
UTCHS  and  AMSA  staff  provided  an 
opportunity  for  sharing  common  con- 
cerns. 

As  evidenced  by  a questionnaire 
completed  by  the  students  at  the  end 
of  the  summer,  learning  how  to  work 
on  health  problems  on  a grassroots  level 
and  mobilize  local  support  had  the  great- 
est impact  on  them.  This  was  an  expected 
response  since  so  much  of  their  time 
and  energy  was  devoted  to  community 
organizing  and  development. 

The  Hypertensive  Patient 

When  a person  was  found  to  have 
an  elevated  diastolic  blood  pressure  read- 
ing at  a screening  site,  the  student  would 
talk  with  him/her  about  the  significance 
of  the  finding.  This  type  of  counseling 
occurred  daily  and  was  part  of  every 
screening  activity.  if  other  members 
of  the  family  were  available,  they  too 
were  encouraged  to  participate  in  the 
discussion  and  to  ask  questions.  Printed 
material  provided  by  the  National  High 
Blood  Pressure  Education  Program  were 
given  to  all  hypertensive  patients. 

Treatment/Management  Sendees 

One  of  the  major  efforts  to  the 
program  was  to  identify  and  refer  for 
treatment  unaware  hypertensives  and  a- 
ware,  but  untreated  or  uncontrolled 
hypertensives.  Screening,  referral,  and 
follow-up  hold  equal  importance  in  the 
implementation  of  the  above  process 
and  will  be  addressed  separately  in  the 
following.  In  addition,  a discussion  of 
each  county  and  its  individual  program 
results  will  preceed  the  over-all  program 
results. 


Screenino 

<±> 

The  goal  of  the  screening  phase 
was  quite  simple  — to  screen  as  many 
people  as  possible.  The  results  discussed 
later  in  this  report  are  evidence  of  the 
program’s  accomplishments.  This  suc- 

cess is  best  attributed  to  broad-based 
community  cooperation.  Volunteers  were 
recruited  with  the  assistance  of  the  phy- 
sicians from  almost  every  populated 
area  of  the  four  counties.  These  vol- 

unteers were  critical  in  identifying  and 
securing  accessbile  screening  sites  and 
in  ensuring  the  public  awareness  of  the 
screening  activity  (telephoning,  flyers, 
and  posters).  At  the  screening,  volunteers 
were  again  active  in  transporting  people 
to  the  site,  arranging  for  a smooth  flow 
of  people,  and  in  filling  out  the  patient 
information  forms. 

Community  cooperation  was  demon- 
strated by  the  industrial  community. 
Industrial  screening  sites  were  respon- 
sible for  approximatelv  one-third  of 
all  people  screened.  In  the  great  ma- 
jority of  cases,  workers  were  able  to 
have  their  blood  pressure  checked  during 
work  hours.  When  this  arrangement 
was  not  possible,  screenings  were  set 
up  prior  to  the  beginning  of  everv  shift 
to  reduce  the  possibility  of  an  incorrect 
measurement  from  stress,  exertion,  or 
fatigue. 

The  blood  pressure  measurement 
was  always  administered  by  a student 
participant  or  health  professional  vol- 
unteers (in  industrial  settings  the  plant 
nurse  was  often  available).  if  the  ini- 
tial reading  produced  a diastolic  of 
> 90,  the  measurement  was  repeated 
after  a ten  minute  rest  period.  In  some 
instances  time  did  not  allow  for  this 
rest  period,  and  a referral  was  made  based 
on  the  first  reading. 

Referral 

To  identify  without  an  appropriate 
or  effective  referral  plan  was  seen  by 
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the  program  as  being  of  little  value.  This 
position  was  strongly  echoed  by  the 
communities  involved,  especially  by  the 
physicians.  Therefore,  a concerted  effort 
was  made  throughout  the  eight  weeks 
to  ensure  that  people  with  diastolic  read- 
ings of  > 90  sought  medical  attention 
at  the  appropriate  times. 

The  recommended  action  for  ini- 
tial pressure  measurement  suggested  in 
the  Joint  National  Committee  on  De- 
tection, Evaluation,  and  Treatment  of 
High  Blood  Pressure  was  agreed  upon 
by  all  physicians  involved  and  was  used 
as  the  basis  of  referral.  People  on  anti- 
hypertensive medication  having  diastolic 
readings  < 90  were  commended  and 

encouraged  to  stay  on  their  treatment 
regimen  and  to  see  their  physician  as 
usual. 

Two  brief  information  forms  made 
possible  an  effective  referral  plan.  The 
first  was  the  patient  information  form 
adapted  from  other  similar  forms  used 
in  other  states  (Figure  1).  The  tripli- 
cate form  provided  one  copy  for  the 
patient,  another  for  their  physician,  and 


the  last  for  the  project  file.  Physicians 
asked  that  they  only  receive  forms  on 
patients  with  diastolic  readings  ^ 90, 
and  not  on  their  normotensive  patients. 
At  least  weekly,  the  student  participants 
took  the  elevated  patients’  forms  to  the 
physicians’  offices.  For  hypertensive 
people  who  stated  they  did  not  currently 
have  a physician,  an  attempt  was  made 
by  the  students  to  assist  them  in  iden- 
tifying one. 

The  patients,  in  addition  to  re- 
ceiving a copy  of  the  patient  informa- 
tion form,  were  given  a second  form 
indicating  their  blood  pressure  reading 
and  approximate  time  for  a follow-up 
reading  by  their  physician  (Figure  2). 
The  form  served  as  a clarification  and 
reminder  to  the  patient. 

Follow-up 

Although  it  is  difficult  to  judge 
the  effectiveness  of  this  aspect  of  the 
program,  several  provisions  were  made 
to  encourage  high  blood  pressure  con- 
trol activities  after  the  summer.  (1)  In 
every  community  some  group,  agency, 


HIGH  BLOOD  PRESSURE  DATA  FORM 
Date 

Name 

Address 

Phone  Number County 

Physician 

Age Sex 

Currently  Under  Treatment  Yes...., 

Ever  Been  Under  Treatment  Yes...., 

Ever  Told  You  Have  High  Blood  Pressure  Yes.... 

Medication?  

Blood  Pressure  Reading:  1st  Reading 2nd  Reading 3rd  Reading 

Figure  1.  Patient  Information  Form  SURVEY  DATA  SHEET 


Race. 

No 

No 

No By  Whom 
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YOUR  BLOOD  PRESSURE  TODAY  WAS / THIS  MEANS: 


□ YOU  SHOULD  SEE  A PHYSICIAN  IMMEDIATELY. 

□ YOU  SHOULD  HAVE  YOUR  BLOOD  PRESSURE  RECHECKED  BY  YOUR  PHYSICIAN 
WITHIN  ONE  MONTH. 

□ YOU  SHOULD  HAVE  YOUR  BLOOD  PRESSURE  RECHECKED  BY  YOUR  PHYSICIAN 
WITHIN  TWO  TO  THREE  MONTHS. 

□ YOU  SHOULD  HAVE  YOUR  BLOOD  PRESSURE  RECHECKED  BY  YOUR  PHYSICIAN 
WITHIN  SIX  TO  NINE  MONTHS. 

□ YOUR  BLOOD  PRESSURE  WAS  OK  TODAY.  ALL  INDIVIDUALS  SHOULD  HAVE  A 
BLOOD  PRESSURE  CHECK  YEARLY. 

□ CONTINUE  FOLLOWING  YOUR  PHYSICIAN'S  INSTRUCTIONS  AS  USUAL. 

The  Blood  Pressure  Screening  and  Education  we  are  undertaking  in  your  county  has  been  coordinated  with  local  phys- 
icians. Your  reading  today  will  be  sent  to  your  physician  promptly. 

Figure  2.  BP  INFORMATION  FORM  GIVEN  TO  PATIENT 


NAME 

YOU  HAD  YOUR  BLOOD  PRESSURE  CHECKED 

LOCATION 


ON AND  AT  THAT  TIME  YOUR  READING  WAS  ELEVATED. 

DATE 

YOUR  READING  WAS / 


WE  ADVISED  YOU  TO  HAVE  YOUR  BLOOD  PRESSURE  RECHECKED  IN  MONTHS. 

PLEASE  MAKE  AN  APPOINTMENT  WITH  YOUR  DOCTOR  OR  HEALTH  CARE  PROVIDER  AS  SOON  AS  POSSIBLE 
FOR  THIS  RECHECK. 

THANK  YOU 


SIGNATURE 


Figure  3.  Follow-up  form. 


or  person  is  responsible  for  sending  out 
the  patient  reminder  form  (Figure  3). 
(2)  Some  clinic  staffs  are  planning  tele- 
phone reminders  if  the  written  reminders 
do  not  elicit  responses.  (3)  Community 
and  school  groups  in  several  counties 
are  planning  county-wide  educational  pro- 
grams. (4)  The  recruitment  of  student 
participants  from  a nearby  medical  cen- 
ter provides  the  opportunity  for  com- 
munity/institution linkages. 


RESULTS 

Introduction 

This  section  of  the  report  will 
present  the  results  of  the  patient  infor- 
mation data  collected  by  the  Coopera- 
tive Rural  Hypertension  Project.  The 
data  were  complied  and  processed  by 
the  University  of  Tennessee  Department 
of  Family  Medicine.  The  results  of  this 
study  will  be  presented  in  two  parts. 
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The  first  part  will  summarize  the  com- 
plete results  of  the  screening  and  the 
second  part  will  give  individual  county 
breakdowns  of  results. 

Prior  to  a discussion  of  specific 
outcomes,  it  seems  appropriate  to  con- 
sider the  form  used  to  collect  the  data. 
The  patient  information  form  (Figure 
1)  was  designed  to  gain  information  about 
the  population  being  served  by  the  pro- 
ject. This  information  provides  a means 
of  measuring  the  effectiveness  of  high 
blood  pressure  control  efforts  in  a rural 
area.  It  also  is  useful  in  evaluating  po- 
tential future  improvements  of  programs. 

Numerous  existing  forms  or  ques- 
tionnaires were  used  as  models.  The 
form  used  was  brief  to  avoid  long  wait- 
ing periods  for  people  at  screening  sites. 
Due  to  the  deadline  for  development 
of  the  form,  no  piloting  was  possible. 

People  who  were  screened  and 
found  to  have  > 90  diastolic  were  re- 
ferred, when  appropriate,  to  physicians 
or  health  care  providers  for  second  read- 
ings. For  the  purposes  of  this  study, 
a hypertensive  person  was  defined  as 
one  with  > 90  diastolic  or  one  who  is 
currently  under  treatment  for  hyper- 
tension and  has  a diastolic  reading  of 
<90. 


Total  Sample  Results 

In  the  four  target  counties,  7,877 
adults  had  their  blood  pressure  checked 
and  completed  the  patient  form.  Blood 
pressures  were  measured  on  a slightly 
higher  number  of  people,  but  forms  were 
not  used.  In  the  four  counties,  11.2% 
of  the  total  population  was  screened 
(Table  1). 

Table  2 provides  a breakdown 
according  to  ethnic  origins.  The  numbers 
in  parenthesis  represent  ethnic  compo- 
sition of  the  counties  according  to  the 
1970  census.  Note  that  the  percent  of 
people  screened  in  each  county  is  ap- 
proximately equal  to  the  percentages 
representing  ethnic  groupings. 

With  respect  to  sex,  females  repre- 
sent 55.3%  of  the  screened  population 
and  males  44.5%  (Table  3).  The  greatest 
disporportion  between  sexes  is  found 
in  Chester  and  Crockett  counties.  These 
differences  can  be  attributed  to  the  screen- 
ing setting.  For  example,  in  Crockett 
County  25%  of  the  total  screened  group 
were  screened  in  garment  factories  which 
employ  mostly  women.  In  Chester  Coun- 
ty, home  demonstration  clubs  make  up 
20%  of  the  screened  group. 


Table  1 

PERCENT  OF  TOTAL  POPULATION  IN  THE  FOUR  TARGET  COUNTIES* 


Total  Population 
of  the  Four 
Target  Counties* 

Chester 

Population 

50,969 

9,923 

Percent  of 
Population 
Sampled 

11.2% 

21.2% 

*Population  figures  used  are  from  1970  census. 
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Crockett 

Henderson 

Decatur 

14,323 

17,273 

9,450 

10.3% 

14.9% 

9.7% 

University  of  Tennessee 
Department  of  Family  Medicine 
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Table  2 

OVERALL  AND  COUNTY  OF  RESIDENCE  BREAKDOWN  ACCORDING  TO  ETHNIC  ORIGIN 


COUNTIES 


Ethnic 

Grouping 

Overall  Study 
Population 
N =7877 

Chester 
N = 2103 

Crockett 
N =1477 

Henderson 
N = 2570 

Decatur 
N =914 

Other 
Counties 
N = 813 

White 

85.3% 

84.3% 

(87.2%)* 

80.7% 

(79.1%)* 

90.5% 

(90.0%)* 

91.5% 

(95.0%)* 

73.0% 

Non-White 

14.7% 

15.6% 

(12.8%)* 

19.3% 

(20.9%)* 

9.5% 

(10.0%)* 

8.5% 

(5.0%)* 

26.9% 

‘Numbers  in  parentheses  represent  ethnic  composition 
of  county  (Source:  1970  census). 

University  of  Tennessee 
Department  of  Family  Medicine 

Table  3 

OVERALL  AND  COUNTY  OF  RESIDENCE  BREAKDOWN  ACCORDING  TO  SEX 

COUNTIES 

Overall  Study 

Other 

Sex 

Population 

Chester 

Crockett 

Henderson 

Decatur 

Counties 

N = 7877 

N = 2103 

N = 1477 

N = 2570 

N = 914 

N = 813 

Male 

44.5% 

37.4% 

32.8% 

54.3% 

52.7% 

44.2% 

Female 

55.5% 

62.6% 

67.2% 

45.7% 

47.3% 

55.8% 

University  of  Tennessee 
Department  of  Family  Medicine 


Table  4 

OVERALL  AND  COUNTY  OF  RESIDENCE  BREAKDOWN  ACCORDING  TO  THE  AGE  OF  POPULATION  SCREENED 

PERCENT 

COUNTIES 

Overall  Study  Other 


Age 

Population 
N = 7877 

Chester 
N = 2103 

Crockett 
N = 1477 

Henderson 
N = 2570 

Decatur 
N = 914 

Counties 
N =813 

<30 

27.6% 

25.4% 

20.2% 

31.1% 

29.3% 

33.9% 

30-60 

48.8% 

45.8% 

44.6% 

53.4% 

43.3% 

54.9% 

>69 

23.7% 

28.8% 

35.1% 

15.6% 

27.4% 

11.1% 

University  of  Tennessee 
Department  of  Family  Medicine 
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Table  4 illustrates  the  overall  and 
county  of  residence  breakdown  according 
to  the  age  of  population  screened.  The 
30-60  year  old  group  make  up  almost 
50%  of  the  total  number  screened.  Table 
5 provides  an  additional  breakdown  com- 
bining age  and  ethnic  origin. 

Table  6 provides  the  identification/ 
treatment  statistics  of  screened  males. 
Of  the  3505  males  screened,  20.3%  were 
found  to  have  >90  diastolic  blood  pres- 


sure readings.  A breakdown  of  the  white 
and  non-white  population  show  > 90 
diastolic  percentages  of  19.5%  and  25.8%, 
respectively.  In  the  total  hypertensive 
male  group,  9.6%  were  aware  (had  been 
previously  told)  of  having  high  blood  pres- 
sure and  6.6%  had  been  under  treatment 
for  hypertension  at  some  time.  Of  the 
hypertensive  group,  6.1%  are  now  under 
treatment  and  5.2%  are  presently  on  med- 
ication. 


Table  5 

OVERALL  AND  COUNTY  OF  RESIDENCE  BREAKDOWN  ACCORDING  TO  THE  AGE  AND  ETHNIC  ORIGIN 

PERCENT 

COUNTIES 


Age 

Overall  Study 
Population 

Chester 

Crockett 

Henderson 

Decatur 

Other 

Counties 

W 

NW 

W 

NW 

W 

NW 

W 

NW 

W 

NW 

W 

NW 

N 

6723 

1154 

1775 

328 

1192 

285 

2326 

244 

836 

78 

594 

219 

<30 

22.2 

5.5 

20.9 

4.6 

13.6 

6.6 

27.0 

4.1 

25.6 

3.8 

22.3 

11.7 

30-60 

42.6 

6.2 

38.5 

7.1 

37.4 

7.1 

48.9 

4.3 

42.1 

2.2 

42.8 

12.4 

>60 

20.6 

3.1 

24.8 

3.9 

29.7 

5.5 

14.4 

1.1 

24.7 

2.7 

8.1 

3.1 

University  of  Tennessee 
Department  of  Family  Medicine 
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Table  6 

IDENTIFICATION/TREATMENT  STATISTICS  OF  SAMPLE  MALES 


Total  Sample  Males  N = 3505 


Told  he  had 
Hypertension 


Under  treat- 
ment for 
Hypertension 
at  some  time 


Now  Under 
treatment  for 
Hypertension 


Now  on  medication 
for  Hypertension 


Totals 

<90 

>90 

<90 

>90 

MALES 

79.8% 

20.3% 

1 1 .9% 

9.6% 

White 

80.5% 

19.5% 

1 1 .9% 

9.3% 

Non-White 

74.1% 

25.8% 

11.1% 

12.1% 

<90 

>90 

<90 

>90 

<90 

>90 

7.8% 

6.6% 

7.1% 

6.1% 

6.8% 

5.2% 

7.7% 

6.2% 

7.1% 

5.8% 

6.8% 

5.1% 

10.5% 

9.5% 

7.1% 

8.3% 

6.9% 

5.9% 

University  of  Tennessee 
Department  of  Family  Medicine 
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The  identification  treatment  statis- 
tics for  screened  females  is  found  in  Table 
7.  Of  the  4372  females  comprising  the 
sample,  13.9%  were  found  to  have  high 
blood  pressure.  The  incidence  of  HBP  in 
the  white  female  population  was  11.8% 
and  24.6%  in  the  non-white  female  cate- 
gory. In  the  hypertensive  group,  8.7% 
had  been  told  at  some  previous  time 
that  they  had  HBP  and  6.6%  have  at  some 
time  been  on  treatment.  In  the  > 90 
category,  6.2%  are  now  on  medication  for 


hypertension,  and  14.8%  in  the  < 90 
are  also  on  medication. 

Figure  4 illustrates  the  percent 
of  hypertensives  aware,  unaware,  treated, 
and  controlled  in  males  and  females. 
Important  to  note  is  the  percentage  of 
unaware  hypertensive  males  compared 
to  that  of  unaware  hypertensive  females. 
In  addition,  a significant  difference  is 
apparent  in  comparing  the  aware,  ade- 
quate therapy  groups. 


Table  7 

IDENTIFICATION/TREATMENT  STATISTICS  OF  SAMPLE  FEMALES 
Total  Sample  Females  N = 4372 


FEMALES 

White 

Non-White 


Told  she  had 

Under  treat- 

Now Under 

Now  on  medication 

Hypertension 

ment  for 

treatment  for 

for  Hypertension 

Hypertension 

Hypertension 

at  some  time 

Totals 

<90 

>90 

<90 

>90 

<90 

>90 

<90 

>90 

<90 

>90 

86.1% 

13.9% 

22.6% 

8.7% 

15.9% 

6.6% 

15.4% 

6.0% 

14.8% 

6.2% 

88.2% 

1 1 .8% 

22.6% 

7.9% 

15.8% 

5.8% 

15.3% 

5.7% 

14.8% 

5.7% 

75.4% 

24.6% 

22.7% 

12.7% 

16.5% 

10.7% 

16.4% 

7.4% 

1 5.2% 

8.5% 

University  of  Tennessee 
Department  of  Family  Medicine 


Figure  4.  Percent  of  hypertensives  aware,  unaware,  treated,  and  controlled. 
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Aware 

Aware 

Aware 

Unaware 

Adequate 

Inadequate 

No 

Therapy 

Therapy 

Therapy 

Figure  5.  Percentages  based  on  classifications  of  persons  having  diastolic  readings  of  ^90  or  ^90  and  currently  under  treat- 
ment. Classifications  are:  white  male  |WM);  non-white  male  (NM);  white  female  (WF);and  non-white  female 
(NF).  Percentages  refer  to  portions  of  each  classification  of  persons,  e.g.,  42%  of  white  males  having  diastolic 
BP's  >90  or  <^90  and  under  treatment  and  unaware  they  have  hypertension. 


Individual  County  Results 

Chester  County 

The  total  population  of  Chester 
County  according  to  the  1970  census 
is  9,923.  The  most  densely  populated 
county  area  is  Henderson,  Tennessee, 
the  county  seat.  The  county  ethnic  com- 
position is  87.2%  white  and  12.8%  non- 
white. Two  residents  of  Chester  County, 
second  year  medical  students  at  UTCHS, 
were  recruited  to  participate  this  summer 
in  their  home  county. 

During  the  eight-week  period  the 
students  screened  2,103  people  (21.2% 
of  the  adult  population).  Of  this  number 
84.3%  were  white  and  15.6%  non-white 
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which  exceeds  the  minority  percentage 
of  the  county.  The  number  of  females 
screened  exceeded  the  number  of  males 
screened  by  approximately  25%  (males 
37.4%;  females  62.6%).  This  difference 
may  be  attributed  to  the  large  number 
of  women  screened  at  home  demonstra- 
tion clubs. 

The  results  of  the  screening  show 
Chester  County  lower  in  undiagnosed 
or  uncontrolled  hypertensives  than  any 
other  three  counties.  The  explanation 
for  the  significantly  lower  percentages 
evidenced  in  all  four  categories  (female, 
male,  white,  and  non-white)  is  not  known, 
but  deserves  further  study. 
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Table  8 


Table  9 


CROCKETT  COUNTY 

Population 14,323 

Ethnic  composition: 

White 79.1% 

Non-white 20.9% 

Number  screened  for  high  blood  pressure 1,477 

% of  population  sampled 10.3% 

% of  population  sampled  according  to  ethnic  origin: 

White 80.7% 

Non-white 19.3% 

% of  population  sampled  according  to  sex: 

Male 32.8% 

Female 67.2% 

% of  population  sampled  according  to  age: 

Less  than  30 20.2% 


CHESTER  COUNTY 

Population 9,923 

Ethnic  composition: 

White 87.2% 

Non-white 1 2.8% 

Number  screened  for  high  blood  pressure 2,103 

% of  population  sampled 21 .2% 

%of  population  sampled  according  to  ethnic  origin: 

White 84.3% 

Non-white 1 5.6% 

% of  population  sampled  according  to  sex: 

Male 37.4% 

Female 62.6% 

% of  population  sampled  according  to  age: 

Less  than  30 25.4% 

30-60 45.8% 

Greater  than  60 28.8% 


According  to  the  sampled  populations  the  following 
group  percentages  represent  greater  than  or  equal  to 
90  diastolic: 


Female 10.2% 

Male 15.3% 

White 10.5% 

Non-white 20.4% 


Crockett  County 

Crockett  County,  with  a total 
population  of  14,323,  is  quite  different 
from  Chester  County  in  regard  to  pop- 
ulation distribution.  As  opposed  to  one 
large  populated  area,  it  has  five  small 
towns,  all  approximately  the  size  of  its 
county  seat,  Alamo,  Tennessee.  The 
county  is  composed  of  79.1%  white  and 
20.9%  non-white.  One  of  the  two  stu- 
dents assigned  to  Crockett  County  was 
a second-year  medical  student  at  UTCHS. 
Her  home  town,  Jackson,  Tennessee, 
is  in  an  adjacent  county  and  approximately 
15  miles  away.  A health  education  stu- 
dent from  the  University  of  Toledo  com- 
pleted the  Crockett  team. 

In  Crockett  County  1,477  people 
had  their  blood  pressure  checked.  The 
percentage  of  the  population  screened 
was  10.3%  with  80.7%  white  and  19.3% 


30-60 44.6% 

Greater  than  60 35.1% 


According  to  the  sampled  populations  the  following 
group  percentages  represent  greater  than  or  equal  to 
90  diastolic: 


Female 14.4% 

Male 26.8% 

White 17.1% 

Non-white 25.6% 


non-white.  The  ratio  of  female  to  male 
was  67.2%  to  32.8%  respectively.  Gar- 
ment factories  employing  women  were 
widely  screened  and  a likely  reason  for 
the  much  larger  percentage  of  women 
in  the  sample  group. 

Males  showed  the  highest  incidence 
of  > 90  diastolic  (26.8%)  with  non-white 
second  highest  at  25.6%.  A 17.1%  inci- 
dence was  found  in  the  white  population, 
and  14.4%  among  women. 

Decatur  County 

Decatur  County,  the  smallest  of  the 
four  counties  participating  in  the  project, 
has  a population  of  9,450.  The  county 
ethnic  composition  is  95.0%  white  and 
5.0%  non-white.  Two  out-of-state  health 
science  students  were  assigned  to  Decatur 
County,  a nutrition  student  from  Ohio 
University  and  a nursing  student  from 
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Northeastern  University. 

The  students  screened  914  people 
which  is  9.7%  of  the  total  population. 
An  ethnic  breakdown  of  the  number 
screened  shows  that  91.5%  were  white 
and  8.5%  were  non-white.  Females  made 
up  47.3%  of  the  screened  group,  and  males 
52.7%.  Approximately  43%  were  in  the 
30-60  year  old  age  bracket. 

As  in  other  counties,  males  showed 
the  highest  incidence  of  hypertension 
at  20.3%.  The  lowest  incidence  was 
found  in  the  white  population  with  11.3%. 

Henderson  County 

Henderson  County,  with  a total 
population  of  17,273,  was  the  largest 
county  participating  in  the  project.  The 
county  is  composed  of  90.0%  white  and 
10.0%  non-white.  Two  second  year  medi- 
cal students  from  the  University  of  Ten- 


Table 10 


DECATUR  COUNTY 

Population 9,450 

Ethnic  composition: 

White 95.0% 

Non-white 5.0% 

Number  screened  for  high  blood  pressure 914 

% of  population  sampled 9.7% 

% of  population  sampled  according  to  ethnic  origin: 

White 91.5% 

Non-white 8.5% 

% of  population  sampled  according  to  sex: 

Male 52.7% 

Female 47.3% 

% of  population  sampled  according  to  age: 

Less  than  30.  29.3% 

30-60 43.3% 

Greater  than  60 27.4% 


According  to  the  sampled  populations  the  following 
group  percentages  represent  greater  than  or  equal  to 
90  diastolic: 


Female 17.1% 

Male 20.3% 

White 11.3% 

Non-white 19.0% 
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nessee  Center  for  the  Health  Sciences 
participated  in  Henderson  County.  Both 
students  are  residents  of  west  Tennessee. 

During  the  eight  weeks,  the  students 
screened  2,570  people.  This  was  the  larg- 
est number  screened  in  any  of  the  counties. 
It  comprised  14.9%  of  the  total  popu- 
lation of  Henderson  County.  The  per- 
cent of  the  population  screened  accord- 
ing to  ethnic  origin  was  90.5%  white 
and  9.5%  non-white.  The  ratio  of  fe- 
male to  male  was  45.7%  to  54.3%,  respec- 
tively. Over  50.0%  of  the  number  screen- 
ed were  between  30-60  years  old. 

Of  the  non-white  males  and  females 
screened,  26.2%  were  found  to  be  hyper- 
tensive. This  compares  with  21.5%  in  the 
male  category.  The  lowest  incidence 
of  HBP  was  in  the  female  group  with 
12.9%. 


Table  11 


HENDERSON  COUNTY 

Population 17,273 

Ethnic  composition: 

White 90.0% 

Non-white 1 0.0% 

Number  screened  for  high  blood  pressure 2,570 

% of  population  sampled 14.9% 

% of  population  sampled  according  to  ethnic  origin: 

White 90.5% 

Non-white 9.5% 

% of  population  sampled  according  to  sex: 

Male 54.3% 

Female 45.7% 

% of  population  sampled  according  to  age: 

Less  than  30 31.1% 

30-60 53.4% 

Greater  than  60 15.6% 


According  to  the  sampled  populations  the  following 
group  percentages  represent  greater  than  or  equal  to 
90  diastolic: 


Female 12.9% 

Male 21 .5% 

White 16.6% 

Non-white 26.2% 
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SIGNIFICANT  PROBLEMS  OR  ISSUES 
ENCOUNTERED 

The  scope  of  the  evaluation  plan 
was  reduced  due  to  insufficient  time  for 
designing  and  administering  pre-tests  in  the 
communities.  Community  members  ex- 
pressed a need  for  more  time  to  get  the 
community  ready  for  the  students’  ar- 
rivals. Limited  time  prevented  more 
intensive  student  training  on  HBP  at  the 
orientation,  and  throughout  the  cycle 
there  was  a need  for  more  training  on 
detection  and  treatment,  blood  pres- 
sure measurements,  and  techniques  in 
making  group  presentations. 

More  program  time  and  effort 
should  be  directed  toward  screening 
and  education  of  hard-to-reach  popula- 
tions in  the  counties. 

FUTURE  OF  THE  PROJECT 

Clearly,  the  Cooperative  Rural  Hy- 
pertension Project  was  effective  in  com- 
munity high  blood  pressure  control  in 
rural  areas.  The  project  has  potential 
for  future  development  and  expanison. 
With  future  endeavors,  the  relationship 
between  AMSA  and  the  University  of 
Tennessee  Department  of  Family  Medi- 
cine shall  continue  on  a partnership  mod- 
el. This  arrangement  will  provide  for  a 
more  balanced  approach  to  the  project 
and  will  strengthen  student  and  physi- 
cian recruitment. 


The  project  interfaces  with  many 
sectors  of  the  rural  health  system  and 
apparently  is  compatible  with  the  goals 
and  objectives  of  agencies  which  have  a 
vested  interest  in  high  blood  pressure 
control.  Agencies  which  have  expressed 
interest  in  supporting  activities  in  1980 
are  the  Division  of  Chronic  Disease,  Ten- 
nessee Department  of  Public  Health; 
the  Bureau  of  Community  Health  Ser- 
vices; the  National  High  Blood  Pressure 
Education  Program;  The  National  Heart, 
Lung,  and  Blood  Institute;  and  the  TVA 
Division  of  Community  Services. 

The  focus  of  control  of  future 
projects  must  remain  in  the  hands  of  the 
communities  involved.  Of  key  impor- 
tance at  the  local  level  is  the  active  sup- 
port of  physicians,  other  health  care 
providers  and  local  health  departments. 
With  their  leadership,  a community  volun- 
tary program  can  be  undertaken  which 
will  elicit  local  participation  and  enthus- 
iasm. Presumably  this  enthusiasm  will 
carry  over  into  other  health  related  com- 
munity concerns  as  well.  This  kind  of 
volunteerism  is  seen  as  vital  to  the  success 
of  all  facets  of  the  project,  but  is  most 
important  to  follow-up.  The  develop- 
ment of  local  leadership  coupled  with 
an  increase  in  hypertension  awareness 
can  result  we  believe,  in  the  development 
of  long  range  community  planning  to 
combat  the  problem  of  high  blood  pres- 
sure. 
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HIGH  BLOOD  PRESSURE  DATA 
FROM  RURAL  COMMUNITIES 

JOHN  W.  SOUTHARD,  M.D.,  M.P.H  * 


The  data  I will  discuss  today  is 
from  a statewide  household  survey  con- 
ducted by  Doctors  Apostolides  and  Ent- 
wisle  of  the  Department  of  Epidemio- 
logy and  Preventive  Medicine,  University 
of  Maryland  School  of  Medicine.  This 
study  was  carried  out  as  part  of  a state- 
wide high  blood  pressure  coordination 
project  being  conducted  by  the  Maryland 
Department  of  Health  and  Mental  Hy- 
giene under  a contract  with  the  National 
Heart,  Lung  and  Blood  Institute. 

I will  discuss  prevalence  data  and  data 
giving  the  status  of  awareness  treatment 
and  control  among  the  hypertensive  pop- 
ulation. 

Table  1 shows  that  urban  areas  had  a 
higher  prevalence  of  elevated  diastolic 
blood  pressures  than  either  suburban  or 
rural  areas.  Suburban  and  rural  areas 
had  nearly  equal  prevalence  of  elevated 
diastolic  blood  pressures.  This  relation- 
ship appears  to  be  the  same  regardless 
of  age,  or  sex,  as  Table  2 and  3 show. 
However,  Table  4 shows  that  this  rela- 


tionship changes  in  the  black  popula- 
tion. In  this  population,  the  prevalence 
is  higher  in  the  rural  area  than  in  the 
suburban  area. 

The  study  also  showed  that  Baltimore 
City  tended  to  have  a lower  awareness 
and  control  rate  than  the  state  as  a whole, 
and  that  suburban  areas  had  awareness 
treatment  and  control  rates  about  the 
same  as  the  state  average.  Rural  areas 
varied  considerably.  One  rural  area  had 
the  highest  awareness,  treatment  and 
control  rate  in  the  state  while  another 
rural  area  had  a very  high  awareness  rate, 
but  the  lowest  treatment  and  control 
rate  in  the  state.  Data  from  other  sources 
indicates  that  the  latter  rural  area  is  medi- 
cally underserved.  People  interviewed  in 
the  Household  Survey  indicated  that  med- 
ical care  was  not  accessible  to  them  and 
that  physicians  were  too  busy  to  spend 
time  with  them.  This  may  account  for  the 
high  awareness  rate  and  low  control  rate 
in  this  rural  area. 


•Chief,  Adult  Health  Program  Development,  Maryland 
Department  of  Health  and  Mental  Hygiene  and  Project 
Director,  Maryland  High  Blood  Pressure  Coordination 
Project,  Baltimore,  Maryland. 
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Table  1 

RESULTS  OF  STATEWIDE  HOUSEHOLD  SURVEY 
1978- 1979 

PERCENT  IN  THE  SAMPLE  HAVING 
AVERAGE  DIASTOLIC  BLOOD  PRESSURE 


AREA 

>90 

>95 

>100 

>105 

TOTAL  SAMPLE 

Baltimore 

City 

14.6 

7.8 

4.8 

2.7 

Suburban 

10.2 

4.1 

1.8 

0.9 

Rural 

9.6 

4.2 

2.1 

1.0 

State  Total 

10.8 

4.9 

2.5 

1.3 

(Maryland  Department  of  Health  and  Mental 
Hygiene) 


T able  2 

RESULTS  OF  STATEWIDE  HOUSEHOLD  SURVEY 
1978-  1979 

PERCENT  IN  THE  SAMPLE  HAVING 
AVERAGE  DIASTOLIC  BLOOD  PRESSURE 


AREA 

>90 

>95 

>100 

>105 

UNDER  50  YEARS  OF  AGE 

Baltimore 

City 

10.2 

6.3 

4.0 

2.3 

Suburban 

7.1 

2.9 

1.4 

0.6 

Rural 

6.0 

3.0 

1.1 

0.6 

State 

7.3 

3.5 

1.7 

0.9 

50  YEARS  AND  OLDER 

Baltimore 

City 

21.0 

9.9 

5.8 

3.2 

Suburban 

16.6 

6.7 

2.9 

1.6 

Rural 

16.9 

6.5 

4.2 

1.9 

State 

17.5 

7.4 

3.9 

2.0 

(Maryland 

Department  of  Health 

and  Mental 

Hygiene.) 

Table  3 

RESULTS  OF  STATEWIDE  HOUSEHOLD  SURVEY 
1978-  1979 

PERCENT  IN  THE  SAMPLE  HAVING 
AVERAGE  DIASTOLIC  BLOOD  PRESSURE 


AREA 

>90 

>95 

>100 

>105 

MALES 

Baltimore 

City 

17.8 

9.6 

5.2 

3.0 

Suburban 

14.7 

5.9 

2.7 

1.2 

Rural 

12.4 

5.4 

2.9 

1.3 

State 

14.7 

6.3 

3.1 

1.5 

FEMALES 

Baltimore 

City 

12.1 

6.4 

4.4 

2.4 

Suburban 

6.3 

2.7 

1.2 

0.7 

Rural 

7.3 

3.2 

1.5 

0.8 

State 

7.7 

3.5 

1.9 

1.1 

(Maryland  Department  of  Health  and  Mental  Hygiene.) 
Table  4 

RESULTS  OF  STATEWIDE  HOUSEHOLD  SURVEY 
1978-  1979 

PERCENT  IN  THE  SAMPLE  HAVING 
AVERAGE  DIASTOLIC  BLOOD  PRESSURE 


AREA 

>90 

>95 

>100 

>105 

BLACKS 

Baltimore 

City 

17.2 

10.6 

7.3 

4.0 

Suburban 

7.9 

3.4 

1.2 

1.0 

Rural 

12.9 

6.7 

4.9 

3.1 

State 

13.1 

7.2 

4.6 

2.7 

WHITES 

Baltimore 

City 

12.2 

5.3 

2.5 

1.5 

Suburban 

10.5 

4.2 

1.9 

0.9 

Rural 

9.2 

3.9 

1.8 

0.8 

State 

10.3 

4.3 

2.0 

1.0 

(Maryland  Department  Of  Health  and  Mental  Hygiene.) 
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IDENTIFICATION  AND  DETECTION 

FACILITATOR:  David  B.  Propert,  M.D. 

PARTICIPANTS: 

Norma  Banks,  R.N. 

Lynn  Foster 

Sandra  Grebeldinger,  R.N. 

Bridget  Haley 
James  Hatcher,  M.D. 

Betty  Harvin,  R.N. 

Henry  Jones,  M.D. 

Lula  E.  Kearse,  R.  N. 

Michael  Leach,  R.  Ph. 

Edward  Miller 
Dulcie  Moore,  R.N. 

Robert  Reiner,  M.D. 
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In  addressing  the  matter  of  identification 
and  detection,  workshop  participants  listed 
several  problem  areas  they  felt  deserved 
special  attention.  These  included: 

1.  Lack  of  standardized  techniques  for 
blood  pressure  screening,  leading  to  un- 
reliable test  results  and  lack  of  accep- 
tance by  the  medical  community; 

2.  Insufficient  emphasis  on  detection  and 
awareness  among  high-risk  groups;  and 

3.  Lack  of  understanding  among  phys- 
icians of  the  purpose  and  results  of 
screening  activities. 

Other  problems  discussed  were: 

1.  Absence  of  an  organized  system  for 
confirmation,  referral  and  follow-up 
of  suspected  hypertensives; 

2.  Questionable  cost-effectiveness  of  some 
screening  programs; 

3.  Inadequate  coordination  among  differ- 
ent screening  programs;  and 

4.  Lack  of  manpower  to  train  and  super- 
vise screeners. 

The  workshop  group  then  developed  goals 
designed  to  meet  some  of  these  problems 
and  identified  methods  for  implementa- 
tion. 

GOAL  I 

That  acceptance  of  screening  be  enhanced 
by: 

1.  Developing,  disseminating  and  monitor- 
ing uniform  procedures  for  BP  measure- 
ment; and 


2.  Standardizing  confirmation  and  follow- 
up procedures. 

Several  participants  emphasized  that  elevat- 
ed readings  should  be  confirmed  at  least 
twice  before  the  patient  is  referred  to  a 
physician  for  continued  management  (di- 
agnosis and  treatment). 

Existing  systems,  such  as  health  depart- 
ments, other  health  agencies,  occupational 
health  sites,  community  health  centers, 
and  support  staff  in  private  physicians’ 
offices  should  be  utilized  whenever  pos- 
sible for  confirmation.  It  would  be  desir- 
able to  develop  a tracking  system  to  assure 
that  those  identified  as  suspected  hyper- 
tensives are  confirmed  and  receive  services 
as  needed.  This  system  should  include 
follow-up  of  borderline  hypertensives  over 
long-term. 

Resources  required  include  a small  staff  of 
full-time  professionals,  working  with  a task 
force  comprised  of  representatives  from 
organizations  such  as  the  Heart  Associa- 
tion, health  departments,  and  consumer 
and  professional  groups.  Workshop  par- 
ticipants felt  that  the  above  recommenda- 
tions could  be  implemented  at  relatively 
modest  cost,  particularly  if  existing  re- 
sources are  used  whenever  possible. 

GOAL  II 

That  by  1982  the  cooperation  and  co- 
ordination of  85%  of  practicing  physi- 
cians in  the  community  should  be  obtain- 
ed to  assist  in  detection  and  follow-up. 
Methods  to  accomplish  this  include  inform- 
ing  physicians  about  the  supportive  rather 
than  competitive  nature  of  screening 
programs;  providing  certification  of  screen- 
ing procedures  and  personnel;  and  defining 
a standard  protocol  for  screening  and 
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referral,  so  that  physicians  can  have  con- 
fidence in  the  screening  programs. 

Specific  suggestions  include  identifying 
physicians  with  a special  interest  in  high 
hlood  pressure  control  and  asking  them 
to  inform  their  colleagues  and  solicit 
their  cooperation  at  professional  society 
meetings  and  elsewhere. 

GOAL  III 

That  screening  and  awareness  strategies 


be  developed  that  are  targeted  at  the  high- 
risk  groups  presently  being  inadequately 
covered.  One  possibility  is  to  concentrate 
screening  and  follow-up  activities  at  “places 
of  congregation”  for  food,  money,  cloth- 
ing, drinks,  and  worship.  Another  is  to 
develop  educational  material  that  is  design- 
ed specifically  to  reach  and  influence 
these  high-risk  groups. 


106 


The  Journal  of  the  South  Carolina  Medical  Association 


WORKSHOP  II 


THERAPY  SELECTION 


FACILIATOR:  Merrill  Anderson,  M.D. 
PARTICIPANTS: 

Noel  Benelli,  D.  Ph. 

Suzanne  Black,  M.D. 

Clark  Bryant,  M.D. 

Sandra  Bums,  R.N. 

Madelyn  Chennault,  Ph.D. 

Cynthia  Forde,  R.D. 

Robert  Forde,  M.D. 

Gilbert  Hurwitz,  M.D. 

Barbara  Knighton,  N.P. 

Helen  Llewelyn,  M.D. 

Joyce  Margie,  M.S. 

Alice  Sterling,  N.P. 

Caroldine  Winebarger,  R.N. 

Kaye  Worrell,  R.N. 


Supplement  - September,  1980 


107 


THERAPY  SELECTION 


This  was  a very  interesting  workshop. 
I think  most  of  us  went  into  it  with  the 
preconceived  notion  that  we  were  going 
to  talk  about  medication  and  drugs  and  the 
like,  and  little  else.  Actually,  we  spent 
only  a brief  time  on  these  and  the  rest 
of  the  time  on  issues  we  felt  really  im- 
pact on  the  question  of  therapy.  We  tried 
to  keep  in  mind  that  therapy  for  hyperten- 
sion is  not  limited  to  drug  control,  that 
there  are  many  modalities  and  influences 
on  blood  pressure  control  therapy  other 
than  drugs. 

The  first  thing  that  we  did  was  to  deter- 
mine that  the  real  goal  of  therapy  selection 
is  to  normalize  blood  pressure  for  the  life- 
time of  the  individual.  From  that  premise, 
we  decided  to  look  at  the  major  problems 
in  therapy  selection  and  what  priority 
they  had  with  this  particular  workshop 
group.  We  came  up  with  thirteen  consider- 
ations we  thought  were  of  major  impor- 
tance. 

First  was  patient  education,  followed  by 
cost;  lifestyle  changes  in  the  patient; 
professional  education;  therapy  tailoring 
by  individualizing  therapy  for  each  patient; 
compliance;  nutrition;  accessibility  to 
health  care  which  may  be  the  prime  prob- 
lem in  rural  and  inner-city  areas;  cultural 
factors;  manpower;  indigent  patients;  the 
patient  with  multiple  medical  problems; 
and  finally;  side  effects.  We  knew  it  would 
be  impossible  to  discuss  all  thirteen 
problems  in  the  time  available,  so  we 
decided  to  address  the  first  six. 

I think  that  if  we  do  nothing  else  but 
highlight  these  several  areas  at  this  confer- 
ence, we  will  have  done  a great  deal. 

It  was  the  conclusion  of  the  group  that  the 
primary  problem  with  patient  education 
was  that  knowledge  in  itself  does  not 
improve  blood  pressure  control  or  patient 
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compliance.  The  primary  thing  is  “how 
do  you  motivate  a person?”  Motivation 
is  the  number  one  issue  here. 

We  discussed  the  available  educational 
materials.  These  should  be  more  appro- 
priately used  and  geared  to  the  education- 
al level  of  the  target  populations.  Many  of 
us  felt  that  current  educational  material 
is,  to  a great  extent,  geared  to  the  use  of 
the  health  care  professional,  rather  than 
the  consumer.  There  is  a real  need  for 
uniform  educational  messages  being  dis- 
seminated by  all  persons  involved.  This 
is  evident  in  my  concern,  and  that  of 
other  doctors,  that  too  frequently  people 
tell  my  patients  different  things  than  I 
have  told  them  about  their  blood  pres- 
sure and  their  therapy  program.  There  was 
a real  need,  at  least  in  this  part  of  the  coun- 
try, for  a through,  up-to-date  inventory  of 
materials  available.  The  cost  of  the  mater- 
ial and  who  pays  for  it  is  a concern  to  us 
also. 

Another  major  problem  in  patient  educa- 
tion is  the  recognition  of  limited  know- 
ledge retention.  Studies  show  that  know- 
ledge in  itself  may  have  an  effect  of  about 
ninety  days,  if  that,  so  that  an  education 
continuum  is  most  important. 

Existing  educational  services  need  to  en- 
courage greater  utilization  of  peers  as 
patient  educators.  I think  if  this  workshop 
did  one  thing  unique,  made  one  unique 
recommendation,  it  was  that  we  should 
utilize  patients  as  part  of  their  own  ther- 
apy, as  part  of  the  health  care  team. 

Then  we  looked  at  cost  Cost  is  not  a 
major  factor  for  many  people,  but  obvious- 
ly this  depends  considerably  on  the  pa- 
tient’s income  level.  We’re  concerned 
about  who  ultimately  is  going  to  pay 
their  bill;  who  will  pay  for  all  the  modal- 
ities we’ve  been  talking  about?  We  talked 
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about  the  private  sector,  third  party  payers, 
and  all  the  other  funding  resources  of 
agencies  and  groups  from  federal,  state, 
and  local  levels.  Another  concern  is  the 
availability  of  funds.  Who  is  setting  prior- 
ities for  where  these  funds  are  to  go? 
Is  everyone  going  after  them  helter-skelter 
with  no  coordinated  effort?  We’re  con- 
cerned about  overall  cost  effectiveness. 

A third  major  problem  area  we  felt  was 
lifestyle.  How  do  you  get  people  to  make 
lifestyle  changes?  Attempts  to  change 
behavior  are  often  perceived  negatively  by 
individuals  or  family  units.  Choice  of 
role  models  is  important.  A prime  ex- 
ample is  the  Miller  Lite  Beer  commerical. 
Athletes  are  becoming  role  models.  Many 
of  us  have  come  from  a cultural  back- 
ground where  fat  is  considered  to  be 
healthy;  fat  chubby  babies  are  healthy 
babies;  skinney  babies  are  unhealthy 
babies;  there  are  cultures  within  this  coun- 
try, even  in  adult  life,  where  fat  is  consid- 
ered to  be  healthy  and  beautiful.  There  is 
the  influence  of  family  culture,  the  influ- 
ence of  peer  pressure,  and  the  influence 
of  our  environment. 

The  fourth  problem  we  thought  to  be 
of  major  importance  was  professional 
education.  There  is  a lack  of  communica- 
tion among  and  between  some  professional 
groups,  namely,  the  physician  sector  and 
a lack  of  knowledge  of  skill  offered  by 
other  disciplines.  Additionally  there  is 
the  time  constraint  problem,  as  well  as 
the  appropriateness  and  availability  of 
information. 

A fifth  consideration  was  tailoring  therapy 
to  each  individual  patient,  a problem  due 
primarily  to  lack  of  professional  know- 
ledge. The  amount  of  time  that  a profes- 
sional has  to  spend  with  a patient  and  the 
availability  of  multiple  modes  of  therapy 
are  significant  problems  especially  in  the 
physician  sector.  Most  physicians,  when 
they  think  of  blood  pressure  control,  think 
of  drug  control.  There  has  not  been 
enough  emphasis  on  diet,  exercise,  weight 
and  smoking.  Another  handicap  is  that 


often  specialists,  like  nutritionists,  are  not 
available  to  the  health  care  system.  You 
may  not  have  a good  nutritionist  and, 
parenthetically,  physicians  are  the  worst 
nutritionists  in  the  world. 

Another  problem  is  the  communication 
gap  or  the  lack  of  feedback  from  the  pa- 
tient. Patients  often  do  not  let  us  know 
they  don’t  feel  well  on  “x”  medicine,  or 
that  they  really  stopped  the  medication 
because  they  didn’t  feel  well,  or  they  didn’t 
fill  the  prescription  and  have  no  intent  on 
getting  it  filled.  There  is  a big  communi- 
cation gap  between  the  physician  and  the 
other  health  care  professionals  in  the  field 
about  which  something  must  be  done, 
because  the  lack  of  good  communication 
builds  up  fear  on  the  part  of  the  physician. 
He’s  constantly  worried  about  what  some- 
one is  telling  his  patient  without  his  know- 
ledge. 

One  problem  for  many  patients  is  that  they 
just  don’t  have  hypertension!  They  often 
are  obese,  they  often  have  chronic  lung 
disease,  they  often  have  heart  disease, 
they  often  have  diabetes,  but  when  you 
try  to  plug  these  patients  into  a step-wise 
therapy  method,  they  often  don’t  fit. 
They  can  be  very  difficult  patients  to 
manage.  There  are  reactions  with  drugs 
that  people  are  concerned  about.  Phys- 
icians and  other  health  care  professionals 
involved  in  the  therapy  of  diabetics  have 
serious  problems  with  these  patients. 

Our  group  felt  there  was  a problem  in  the 
accessibility  of  information,  in  getting 
information  rapidly  from  the  research 
centers  to  application  in  the  community. 
As  a practicing  physician,  I feel  there  are 
many  times  when  there  is  a gap  in  getting 
information  from  the  field  back  to  the 
research  centers. 

Finally,  we  looked  at  the  matter  of  com- 
pliance. Factors  involved  here  include: 
multiple-dosages  (we  all  know  that  patients 
who  have  to  take  one  pill  a day  are  more 
likely  to  comply  than  one  who  has  to  take 
four  pills  a day);  side-effects;  the  lack  of 
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patient  motivition;  and  cost,  although 
recent  literature  would  indicate  that  cost 
has  little  real  effect  on  compliance.  Gen- 
eral misunderstanding  exists  between  the 
patient  and  the  physician,  usually  because 
the  physician  hasn’t  taken  the  time  to 
explain  to  the  patient  the  goals  of  the  ther- 
apy or  why  they  should  stay  on  the  medica- 
tion. There  are  many  physicians,  I believe, 
who  once  the  blood  pressure  is  lowered, 
try  to  take  the  patient  off  medication. 
This  is  a big  reason  why  people  stop  their 
medication;  their  doctors  tell  them  to  stop 
and  then  don’t  follow-up  on  the  patient. 

Constraint  of  time  is  the  general  theme 
that  ran  through  our  workshop.  We  are 
going  to  have  to  come  up  with  an  accept- 
able time  frame  for  professionals  and  pa- 
tients. We  are  going  to  have  to  allot  a 
reasonable  period  of  time  for  each  pro- 
fessional consultation,  which  is  not  often 
inadequate.  I just  don’t  think  we  can 
manage  patients  in  two  minutes.  Often 
this  time  factor  is  used  as  an  excuse  for  not 
coming  up  with  methods  for  handling  the 
compliance  problem. 

The  final  consideration  discussed  was  the 
lack  of  rewards,  especially  for  the  pa- 
tient. There  were  several  ideas  that  may 
help  this.  One  we  heard  was  an  actual 
money  reward  given  patients  to  come  into 
the  hypertension  program.  There  should 
be  a reward  for  adequate  rapport.  Pa- 
tients, as  well  as  professionals,  need  warm 
positive  strokes,  which  may  be  the  most 
important  weapon  we  have. 

This  workshop  group  has  five  recommend- 
ations to  make.  None  of  them,  with  per- 
haps one  exception,  is  earth-shattering,  but 
one  has  something  to  offer  which  none  of 
our  group  had  ever  heard  mentioned  in 
hypertension  control. 


(1)  We  recommend  a multidisciplinary 
team  approach  to  professional  educa- 
tion. We  feel  that,  especially  when 
dealing  with  physicians,  it  shouldn’t 
be  just  physician  and  patient.  We 
must  utilize  other  health  care  profes- 
sionals on  the  team.  This  is  an  ex- 
cellent way  for  the  physician  to  learn 
of  the  expertise  and  competence  of 
other  health  care  professionals. 

(2)  We  recommend  patients  have  an  ac- 
tive, not  passive,  involvement  in  their 
own  care.  I’m  excited  about  this  one- 
the  patient  as  an  active  participant  on 
the  health  care  team!  We’ve  done  it  in 
other  areas.  We  do  it  in  the  treatment 
of  alcoholics,  in  smoking  withdrawal 
groups,  in  obesity  groups;  we  use  pa- 
tients in  cancer,  especially  in  mastec- 
tomy groups  --  why  can’t  we  use  them 
in  hypertension?  But  to  my  know- 
ledge, it  hasn’t  been  done  in  any  sig- 
nificant way  in  the  control  of  hyper- 
tension. We’re  concerned  about  man- 
power resources  and  having  the  per- 
sonnel to  do  the  job.  if  patients  can 
be  educated  and  used  in  some  way  to 
overcome  the  problem  of  hyperten- 
sion, other  patients  may  listen  to  their 
experiences  rather  than  to  doctors. 

(3)  We  recommend  that  the  American 

Heart  Association,  or  some  national 
organization,  work  toward  developing 
a method  for  third  party  reimburse- 
ment for  all  health  care  providers,  not 
only  physicians,  but  for  everyone  in 
this  field. 

(4)  We  recommend  that  the  American 

Heart  Association  develop  a multidis- 
cipline newsletter  on  “Hypertension 
Care”  to  go  to  all  professionals  in  the 
field. 
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Hypertension  is  a multi-factorial  problem. 
Dr.  Irvine  H.  Page,  after  years  of  scientific 
endeavor,  described  a mosaic  of  factors 
which  appear  to  be  interrelated  and  could 
result  in  hypertension.  We  began  our  work- 
shop by  describing  a mosaic  of  factors 
which  appear  to  be  related  to  compliance 
and  adherence  to  medical  therapy.  We 
proceeded  by  examining  the  interrela- 
tionships between  these  various  factors 
which  appeared  on  our  mosaic  (Figure  1). 

ROLE  OF  THE  PHYSICIAN 

Physicians  generally  recognize  that  compli- 
ance and  adherence  to  therapy  are  impor- 
tant factors  in  the  long  term  management 
of  hypertension.  Yet,  some  physicians 
do  not  appreciate  the  magnitude  of  the 
compliance  problem  in  their  hypertensive 
patients.  Other  physicians,  while  recogniz- 
ing the  problem,  are  unable  to  deal  with  it 
effectively.  Constraints  on  time  or  physi- 
cian attitudes  may  contribute  to  the  fail- 
ure to  recognize  or  improve  patient  com- 
pliance. 

Compliance  should  not  have  a low  priority 
in  a physician’s  treatment  of  hypertension. 
The  physician  probably  is  the  most  impor- 
tant person  in  influencing  the  patient  to 
comply  with  a medical  regimen.  Physi- 
cians can  increase  patient  compliance 
without  greatly  increasing  the  time  spent 
with  the  patient  visits.  Specific  interview- 
ing techniques  and  counseling  should  be 
incorporated  into  maintenance  hyperten- 
sive visits. 

Physicians  should  also  make  better  use  of 
other  professional  personnel  and  programs 
for  increasing  patient  compliance.  These 
include: 

• The  office  nurse  who  can  obtain  a 
diet  and  medication  history  prior 
to  the  physician  visit. 


• Public  and  voluntary  programs 
which  provide  monitoring  and  coun- 
seling services  to  patients  in  coopera- 
tion with  the  physician. 


Current  methods  to  reach  physicians  with 
messages  about  patient  compliance  are  not 
always  accomplishing  this  task.  More  at- 
tention needs  to  be  paid  to  analyzing  the 
physician  audience  and  designing  profes- 
sional education  efforts  that  match  this 
audience. 

There  has  to  be  a more  diplomatic  inter- 
viewing technique  which  will  not  place 
the  blame  of  non-compliance  solely  on  the 
patient  or  make  the  patient  think  “I’m  a 
therapeutic  failure.”  The  doctor  should 
set  up  goals  for  the  patient  regarding  his 
blood  pressure  control  program  and  should 
tailor  medication  to  specific  rituals  in  a 
person’s  daily  life.  It  is  important  for  the 
physician  to  provide  positive  reinforce- 
ment for  any  decrease  in  blood  pressure  the 
patient  achieves.  Many  patients  don’t  fully 
realize  what  the  side  effects  of  their  medi- 
cation are  and  it  is  the  obligation  of  the 
physician  to  question  the  patient  thorough- 
ly with  regard  to  side  effects  and  tailor 
medication  to  the  patient’s  daily  regimen, 
his  work  site,  his  interaction  with  his  fam- 
ily, and  the  like.  The  physician  should 
have  some  mechanism  to  identify  patients 
who  do  not  keep  their  maintenance  hyper- 
tensive visits  and  some  method  of  contact- 
ing these  people  to  improve  their  compli- 
ance. We  think  the  physician  has  to  make 
the  point  and  reiterate  it  that  hypertension 
is  a long  term  problem  and  the  patient 
will  require  life-long  therapy.  We  think 
that  medical  education  provided  by  the 
physician  should  be  repeated  at  each 
maintenance  hypertensive  visit. 
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SIDE  EFFECTS 

Many  of  the  participants  in  our  workshop 
thought  that  side  effects  are  more  often 
a reason  for  a patient’s  dropping  out  of 
treatment  than  current  national  and  local 
studies  would  lead  one  to  believe.  More 
attention  should  be  paid  to  side  effects 
and  efforts  made  to  tailor  the  medical 
regimen  so  as  to  avoid  them.  Caution 
should  be  exercised  in  talking  about  side 
effects  with  patients.  Nurses  who  counsel 
patients  should  also  have  protocols  related 
to  side  effects. 


THE  ROLE  OF  THE  NURSE 

The  nurse  has  an  important  role  in  patient 
compliance.  The  nurse  can  serve  as  an  edu- 
cator/motivator of  the  patient  and  can 
gather  information  on  the  compliance 
status  and  problems  of  the  patient  for  use 
by  the  physician. 

High  blood  pressure  control  is  not  intuitive. 
Nurses  who  work  in  this  area  should  receive 
training.  Hypertension  nurses  or  nurse 
practitioners  should  also  work  within 
established,  well-constructed  protocols. 

We  divided  health  care  professionals  into 
two  groups  — those  who  were  office-based 
and  those  who  were  community-based. 
These  health  care  professionals  have  an 
important  role  and  could  impact  on  patient 
compliance.  Specific  programs  should  be 
developed  to  enable  health  care  profes- 
sionals to  obtain  a history  of  non-compli- 
ance so  that  they  are  able  to  search  through 
a patient’s  history  and  find  factors  which 
might  “tip  off”  the  health  care  professional 
or  the  physician  to  the  history  of  non- 
compliance.  They  should  be  able  to  take  a 
medication  history  and  diet  history  and 
provide  some  diet  counseling. 

We  felt  stongly  that  physicians,  nurses,  and 
other  health  care  professionals  do  not  have 
adequate  training  in  nutrition.  For  this 
reason  we  think  specific  programs  should 
be  developed  and  directed  toward  the 


health  care  professionals  who  are  aiding 
in  the  treatment  of  hypertension. 

THE  ROLE  OF  THE  PATIENT 

We  felt  that  the  patient  should  become 
more  involved  in  and  be  responsible  for  his 
own  care.  In  selective  patients,  home 
blood  pressure  techniques  may  be  useful  in 
providing  the  patient  with  additional  re- 
sponsibility to  provide  for  his  care.  Oral 
medication  diaries,  of  limited  use  by  some 
patients,  might  effectively  improve  compli- 
ance by  others.  Finally,  the  patient  has  a 
right  to  low  cost  care,  specifically  low  cost 
monitoring  of  his  blood  pressure,  which 
should  be  available  in  his  community. 
There  should  be  some  method  of  informing 
the  patient  where  he  can  have  his  blood 
pressure  monitored  free  or  at  minimal 
cost. 

METHODS  OF  PROMOTING 
COMPLIANCE 

Several  methods  are  available  for  promot- 
ing compliance: 

• Pill  counts  and  diaries  are  of  limited 
use,  but  may  increase  compliance; 

• In  some  instances,  having  the  patient 
do  home  blood  pressure  measure- 
ments; 

• Having  the  patient  describe  his  or 
her  compliance  behavior,  rather  than 
simply  asking  the  patient  if  he  or  she 
is  complying;  and 

• Having  the  nurse  or  the  doctor  run 
through  a compliance  checklist  with 
the  patient. 

Packages  of  materials  which  facilitate  these 
methods  should  be  developed. 

THE  ROLE  OF  PUBLIC  PROGRAMS 

Public  and  voluntary  high  blood  pressure 
control  programs  are  essential  in  medically 
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underserved  rural  areas.  Programs  such  as 
the  Bamberg  Model  are  one  answer  to  prob- 
lems in  rural  areas  where  medical  facilities 
and  services  are  limited.  Such  programs 
should  be  clearly  studied  and  recorded. 

Essential  items  in  a community  program 
are: 

• Coordination  among  the  organiza- 
tions involved; 

• Prompt  sharing  of  written  medical 
records  by  public  programs  with  the 
patient’s  private  physician; 

• Physicians  must  be  made  aware  of 
programs  in  advance  and  their  support 
for  them  should  be  actively  sought; 
and 

• The  physician’s  program  for  the  in- 
dividual patient  should  be  followed. 

In  organizing  a community  HBP  control 
program  it  is  important  to  spend  a great 
deal  of  time  developing  acceptance  for  it. 
Programs  should  not  be  instituted  without 
this  kind  of  work.  Task  forces  and  co- 
ordinating councils  are  useful  ways  of  do- 


ing this.  Medical  students  should  receive 
more  instruction  in  how  to  work  with 
public  health  programs. 

The  Cooperative  Extension  Service  has 
much  to  offer  in  rural  communities  in 
the  area  of  dietary  counseling  for  the  pa- 
tient and  his  or  her  family. 

With  respect  to  rural  health  care  delivery, 
we  made  two  or  three  observations.  Both 
urban  and  rural  physicians  seem  to  have  a 
reluctance  to  participate  in  voluntary  and / 
or  federally  sponsored  programs.  They 
seem  to  avoid  these  programs  — either  be- 
cause it  seems  to  be  a threat  to  them  or 
they  simply  are  not  knowledgeable  about 
them.  For  that  reason,  community  or 
county  health  agencies  should  have  pro- 
fessional people  to  detail  their  services  to 
the  practicing  physicians.  New  community 
high  blood  pressure  monitoring  programs 
should  be  developed  in  conjunction  with 
existing  health  care  facilities  and  with 
practicing  physicians  in  that  area.  Co- 
ordination of  community,  governmental 
and  voluntary  programs  should  occur 
in  rural  areas  if  a duplication  of  effort  is 
to  be  avoided. 
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Throughout  our  workshop  discussion  there 
were  several  recurring  themes.  Most  impor- 
tant was  program  ownership  and  planning 
at  the  local  level  with  assistance  from  state 
and  national  levels.  Another  theme  was 
that  coordinated  and  cooperative  activity 
is  essential  and  must  involve  participation 
and  support  of  all  constituencies  effected 
by  the  plan.  All  existing  and  potential 
resources  within  the  community  need  to 
be  identified  and  utilized  with  strong  cred- 
ible leadership  from  the  community,  a ma- 
jor requirement  in  planning  and  implement- 
ing all  aspects  of  the  program. 

Some  major  problems  to  be  overcome 
included  a lack  of  tolerance  and  mutual 
understanding  of  the  different  roles  in  com- 
munity programs,  particularly  the  roles  of 
private  and  public  sector  professionals, 
community  leaders  and  volunteers.  We  felt 
it  was  essential  that  there  be  a democratic 
approach  to  all  those  people  involved  with 
implementation  of  the  program  and  each 
should  learn  to  understand  the  appropriate 
goals  and  activities  of  the  other. 

Another  problem  is  the  difficulty  in  devel- 
oping positive  participation  of  physicians  in 
private  practice.  We,  as  physicians,  ac- 
knowledge that  we  excuse  ourselves  for  not 
becoming  involved  in  other  activities,  for 
obscure  reasons  which  need  to  be  over- 
come. 

A third  problem  or  barrier  is  the  lack  of 
a systematic  referral  network  within  the 
community  care  system.  With  regard  to 
methods,  I want  to  emphasize  again  the 
importance  of  program  planning  and  de- 
velopment at  the  local  level.  In  our  report 
we  have  indicated  a number  of  suggested 
methods  for  consideration  which  lead  to  a 
statement  that  any  working  plan  should  in- 
clude integration  of  community  based 
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private  and  public  services;  reporting  sys- 
tems for  all  constituencies;  a system  for 
removal  of  program  leadership  over  time; 
and  a system  for  planning,  reviewing,  and 
revising,  based  on  changing  needs. 

To  summarize  the  recommendations  pre- 
sented in  the  report,  we  would  emphasize 
that  the  action  must  occur  on  the  local 
level;  effective  communication  must  be 
established  and  maintained,  particularly 
with  physicians  practicing  in  the  com- 
munity; blood  pressure  control  should  be 
integrated  under  the  existing  clinical  ac- 
tivities; and  programs  should  be  held  ac- 
countable for  developing  and  sustaining 
effective  linkages  throughout  the  system. 

In  conclusion,  I return  to  the  program  goal 
concept:  in  the  final  analysis,  health  out- 

comes and  patient  satisfaction  remain  the 
ultimate  criteria  for  success. 

There  are  a number  of  major  issues  and 
considerations  in  establishing  systems  link- 
ages in  blood  pressure  control. 

THE  HIGH  BLOOD  PRESSURE 
CONTROL  COMMUNITY 

Community  can  be  defined  as  a group  of 
individuals  and  organizations  that  can  in- 
fluence the  health  status  of  the  population. 
The  community  may  be  made  up  of  a 
family,  peers,  a medical  practice,  a town 
or  city,  the  state,  the  nation  or  the  world, 
depending  upon  the  interests  and  responsi- 
bilities of  the  individual. 

ANALYSIS  OF  THE  PROBLEM 

Examination  of  high  blood  pressure,  its 
complications,  and  community  care  prac- 
tices provide  an  epidemilogical  base  for 
planning,  implementing  and  updating 
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control  programs.  Existing  sources  of  data 
should  be  utilized,  rather  than  the  develop- 
ment of  new  data  collection  process.  Per- 
sons familiar  with  the  local  situation  need 
to  be  involved  and  the  product  of  their 
activities  should  be  an  objective  of  com- 
munity needs. 

IDENTIFICATION  OF  EXISTING  AND 
POTENTIAL  RESOURCES 

Skepticism  that  resources  do  not  exist  for 
blood  pressure  control  at  the  community 
level  was  expressed.  At  a minimum,  re 
sources  may  need  to  be  converted  from 
one  form  to  another  (e.g.,  from  dollars 
to  people).  The  roles  of  the  activator 
(community  organizer)  and  leader  (doc- 
tor, minister,  bank  president)  were  seen 
as  necessary  in  providing  a systems  link- 
age. The  activator  should  provide  energy; 
the  leader  should  enhance  acceptance  and 
credibility. 

DEVELOPMENT  AND  IMPLEMENTA- 
TION OF  COORDINATED  COOPERA- 
TIVE PLAN 

The  community  blood  pressure  control 
plan  should  reflect  the  responsibility  of, 
and  cost  to,  each  member  of  the  com- 
munity, as  well  as  the  extent  of  the  prob- 
lem and  planned  benchmarks  for  success, 
as  well  as  specific  methods  for  resolution 
of  problems.  This  plan  then  becomes  the 
criteria  for  evaluation.  Strong  feelings  of 
local  ownership  promote  adherence  to  the 
goals  and  facilitate  the  implementation  of 
the  plan. 

PROBLEMS/BARRIERS 

Identification  and  organization  of  re- 
sources: 

—money 

—manpower 

—material 

Lack  of  a systematic  referral  network 
in  mutlti-component  community  care  sys- 
tem. 


Poor  understanding  of  interaction  between 
paid  staff  and  volunteers. 

Lack  of  tolerance  and  mutual  understand- 
ing of  individual  roles  in  community  pro- 
grams. 

Barriers  to  private  physician  involvement  in 
community  programs: 

—time  available 
—communication 

Lack  of  a locally  applicable  data  base  for 
definition  of  chronic  disease  problems: 

—poor  morbidity  data 

—poor  comparability  among  data  sets 

GOALS 

It  is  imperative  that  community  organiza- 
tions work  in  concert  to  develop  an  on- 
going, systematic  approach  to  high  blood 
pressure  control  and  operate  under  an  a- 
greed  upon,  consistent  set  of  goals  and  ob- 
jectives. The  following  goals  and  ob- 
jectives although  not  an  exhaustive  list,  are 
offered  for  consideration. 

PATIENT  OUTCOME  GOALS 

Elimination  of  uncontrolled  and  inade- 
quately controlled  blood  pressures. 

Development  of  systems  to  support  pri- 
mary prevention  when  the  technology  is 
available. 


SYSTEMS  GOALS 

Achieve  consensus  on  reasonable,  attain- 
able objectives. 

Maintain  program  continunity  and  pro- 
gram adaptation  to  changing  community 
and  program  needs. 

Establish  problem  solving  techniques  ac- 
ceptable to  all  constituent  groups. 
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METHODS 

The  workshop  group  recommends  that 
methods  to  achieve  the  goals  of  a corn- 
unity  program  be  developed  on  the  local 
level.  With  that  caveat  in  place,  the  group 
offers  the  following  for  consideration: 

Inform  all  constituencies  within  the  com- 
munity which  might  be  involved  in  or 
affected  by  the  program. 

Involve  local  leaders  who  are  opinion 
makers,  decision  makers,  and  change 
agents. 

Mobilize  individuals  and  agencies  with- 
in the  community  which  can  provide  for 
the  program. 

Enlist  participation  in  an  contribution  of 
ideas,  leadership,  manpower,  and  fund- 
ing, etc. 

Seek  technical  assistance  from  local,  state, 
and  national  resources. 

Draft  a general  plan  based  on  identified 
needs  and  identified  resources. 

Develop  a detailed  working  plan  which 
provides: 

—Integration  of  community-based  pri- 
vate and  public  services; 

—Reporting  systems  for  all  con- 
stituencies; 

—A  system  for  renewal  of  program 
leadership;  and 

—Systems  for  planning,  reviewing 
and  revising,  based  on  experience 
and  changing  needs. 

Obtain  understanding  and  agreement  of 
all  participants. 

RESOURCES 

Available  resources  for  high  blood  pressure 
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control  programming  can  be  identified 
within  all  levels  of  organization:  i.e., 

national,  regional,  state,  and  local.  These 
resources  include  public  agencies  such  as 
public  health  departments,  social  service 
agencies,  voluntary  health  organizations, 
VISTA,  land  grant  cooperative  extension 
agencies,  schools,  government  adminis- 
trators, hospitals,  home  care  agencies, 
legislators,  and  executives.  Private  sector 
health  care  personnel,  specifically  phy- 
sicians, as  well  as  media,  business,  in- 
dustrial and  other  private  sector  leaders 
also  are  resources.  Volunteers  in  reli- 
gious, civic  and  fraternal  organizations 
as  well  as  consumers  and  families  should 
be  considered  viable  available  resources. 

PROBLEMS  WHICH  INHIBIT  SYSTEMS 
LINKAGE 

There  exists  among  resources  problems 
which  inhibit  systems  linkage,  commu- 
nication and  cooperation.  The  key  to  a 
successful  cooperative  program  is  mutual 
understanding  of  the  differing  roles  of  the 
resources.  The  problems  inhibiting  this 
include:  competing  priorities,  initiation 

potential  (energy  needed  to  start  up); 
territoriality;  lack  of  agreement  on  goals 
and/or  on  the  problem  definition;  seg- 
mented focus  on  a person  as  opposed  to 
a whole  individual  as  opposed  to  a group 
or  a population;  pre-existing  perceptions 
vis-a-vis  relative  equality  of  status;  con- 
flicts of  salary  versus  self-employment 
relating  to  job  functions  and  expectations. 
Lines  of  communications  must  be  es- 
tablished prior  to  implementation  of 
any  cooperative  program  for  high  blood 
pressure  control. 

PROGRAM  PERSONNEL 

People  participating  must  have  a clear 
understanding  of  their  role  as  well  as 
the  role  of  others  in  health  care  delivery. 

Public  health  agencies  have  in  the  past 
had  the  image  of  provider  of  health 
care  for  the  poor.  This  is  no  longer  true, 
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but  the  community,  where  available  re- 
sources are  determined,  must  be  educated 
to  this  fact.  Once  this  is  accomplished, 
physicians,  nurses,  governmental  agencies, 
schools,  churches  and  volunteers  from 
many  areas  may  proceed  to  implement 
a high  blood  pressure  program.  The  pri- 
mary principle  to  remember  is  that  a 
successful  program  is  based  upon  mutual 
understanding  and  must  develop  from 
within  the  community  itself. 


RECOMMENDATIONS 

Health  outcomes  and  patient  satisfaction 
should  be  the  ultimate  criteria  for  success. 


Integrate  blood  pressure  control  into  ex- 
isting clinical  activities. 

Develop  a resource  list  for  community  or- 
ganization. 

Integrate  behavioral,  biomedical,  man- 
agerial and  communication  sciences  into 
community  organization. 

Programs  should  be  held  accountable  for 
demonstrating  systems  linkages. 

Develop  a system  to  establish  effective 
communication  with  individual  prac- 
ticing physicians  (perhaps  one-to-one). 

Action  must  occur  at  the  local  level. 
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ECONOMIC  MANAGEMENT 

The  economic  determinants  of  rural  high 
blood  pressure  control  activities  concep- 
tual approach  is  stated  as  such:  blood 

pressure  control  in  rural  settings  is  viewed 
from  a cost-benefit  framework  (tangible 
and  intangible)  applied  to  all  principals 
involved. 

We  made  this  basic  assumpton:  the  ul- 

timate success  of  the  blood  pressure  con- 
trol system  depends  on  attaining  an  equi- 
librium of  the  supply-demand  equations 
for  blood  pressure  control  in  rural  settings. 
Our  analysis,  then,  seeks  a model  which 
will  maximize  the  advantages  of  involve- 
ment and  minimize  costs  for  each  of  the 
major  factors. 

PATIENT  EDUCATION 

Let’s  first  look  at  patient  education.  Ex- 
penditure of  patient’s  resources  for  a- 
symptomatic  disease  requires  raising  the 
estimate  of  the  condition’s  importance 
to  a priority  level  warranting  use  of  his 
funds.  It  requires  integration  of  in- 
formation with  professional  and  com- 
munity support  to  optimize  adherence. 

We  developed  a figure  (Figure  1)  which 
illustrates  what  we  are  trying  to  say.  if 
you  make  information  available  and  the 
patient  only  intellectualizes  without  mod- 
ifying behavior,  there  will  be  no  real  im- 
provement in  his  health.  Too  often,  the 
most  educated  people  in  our  society 
follow  this  route.  The  best  thing  that 
can  happen  when  information  is  made 
available  to  the  patient  is  that  the  patient 
becomes  aware  of  it  and  integrates  it  into 
his  lifestyle,  in  the  use  of  community  re- 
sources and  medical  practice  patterns. 
Then  you  develop  a coordination  of  local 
agencies,  if  positive  reinforcement  is  given 


to  the  patient,  there  will  be  long  term 
adherence.  The  final  goal  is  improved 
blood  pressure  control. 

PROVIDER  EDUCATION 

The  treatment  of  chronic,  asymptomatic 
disease  with  concern  for  cost  containment 
as  part  of  a community  activity  represents 
a marked  departure  from  usual  physician 
approach  to  his  patient  and  to  the  cus- 
tomary acute  disease  intervention  process. 
“Physician  compliance”  depends  on  his 
willingness  to  deal  with  issues  special  to 
blood  pressure  control.  Some  that  we 
measured  were  (1)  legal  (use  of  paramed- 
ical personnel);  (2)  ethical  (sharing  con- 
fidential patient  information);  (3)  cost  (risk 
of  new  mix  of  staff  and  delegation  of 
tasks);  and  (4)  practice  methods  (use  of 
patient  education  and  use  of  non-phar- 
macological  therapies). 

INVOLVEMENT  OF  PRINCIPALS 

Use  of  local  community  resources  is  based 
on  recognition  of  costs  and  benefits  to  the 
involved  patient,  to  the  physician  and  to 
rural  community  agencies. 

We  made  the  assumption:  involvement 

is  a function  of  perceived  advantages  to 
each  particular  principal.  In  corollary: 
proposed  blood  pressure  control  activity 
must  be  minimally  threatening,  non- 
disruptive  and  inexpensive  to  the  patient, 
provider,  community  institutions  (families, 
factories,  schools,  etc.).  Therefore  the 
“message”  and  strategy  must  be  tailored 
to  the  local  target  area  requirements. 

Some  examples  of  cost/benefit  reasoning 
for  various  targets: 

Industries  - induce  involvement  by  recog- 
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EFFECTIVE  PATIENT  EDUCATION 
FOR  CHRONIC  DISEASE  PROBLEMS 


FIGURE  1 


nition  of  decreased  absenteeism;  decreased 
cost  of  fringe  benefit  payments  for  insur- 
ance, disability  payments,  and  early  re- 
tirement; increased  productivity;  increased 
morale  of  employees;  and  increased  status 
of  industry  in  eyes  of  the  community, 
workers,  etc. 

Schools  - there  is  the  possibility  that 
students  could  be  involved  through  physi- 
cal education  classes  or  biology  clubs. 

Physicians  - Inducement  to  physicians 
to  participate  in  programs  for  care  of 
blood  pressure  patients  include:  re- 

tained control  of  the  patient  in  his 
practice,  freedom  to  focus  on  acute 
and  severely  ill  cases,  use  of  paramedical 
staff  for  early  identification  of  patients 
needing  physician  attention,  and  a 


favorable  financial  return  to  his  prac- 
tice. The  physician’s  response  to 
community  inducement  will  be  activated 
by  local  group  expressions  of  needs, 
expectations  and  intent  to  organize  to  meet 
them,  motivated  by  simultaneous  involve- 
ment of  oth^r  physicians  and  hospitals. 

Patients  and  families  - develop  involve- 
ment by  education  to  perceive  im- 
portance of  blood  pressure  control. 
We  should  reduce  the  stigma  attached 
to  “sickness  role”  and  increase  the  ap- 
preciation for  future  security  compared 
to  that  based  on  ignoring  present  blood 
pressure  abnormality. 

Churches  - induce  because  of  their  role  as 
strong  opinion-makers  and  their  source  of 
needed  physical  and  manpower  aids. 
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Paramedical  groups  - should  also  be  in- 
volved. Pharmacists  can  assist  in  patient 
education  and  recall  and  in  establishment 
of  a registry  for  local  blood  pressure 
patients.  Volunteer  rescue  squads  have 
high  credibility,  visibility,  energy,  and 
skills.  Untapped  volunteers  are  needed  for 
tangible,  morale  and  civic  leadership  roles. 

COORDINATION 

Having  attained  cooperation  from  in- 
dividual local  resources,  coordination  of 
their  activity  in  blood  pressure  control 
will  greatly  facilitate  the  accomplishment 
of  the  goal  of  improved  control.  The  pri- 
mary interaction  of  local  agencies  should 
be  aimed  at  blood  pressure  control,  such 
as  blood  pressure  control  programs  in 
local  plants.  The  secondary  application 
of  existing  local  resources  to  the  blood 
pressure  control  would  be  social  service 
units  who  provide  transportation  and 
extension  services  with  their  use  of  health 
components. 

ECONOMIC  FACTORS 


Economic  factors  influencing  programs 
for  long  term  control  of  high  blood  pres- 
sure in  rural  communities  are:  acceptable 
quality  standards  and  use  of  local  re- 
sources versus  external  funding  arrange- 
ments. Market  factors  include  manpower 
and  third  party  payment.  The  physician 
is  concerned  over  loss  of  patients  to  other 
program  providers  and  diversion  of  his 
time  for  non-acute,  asymptomatic  care. 
The  patient  influences  economic  factors 
by  his  denial  of  the  disease,  the  burden 
of  being  a recipient  of  care  in  a multi- 
focus program,  the  difficulty  in  changing 
familiar  patterns  of  diet  and  health  habits, 
and  his  refusal  or  reluctance  to  use  his 
current  income  for  an  asymptomatic 
disease. 


EVALUATION 


We  made  three  evaluations:  (1)  medical 

efficacy,  (2)  economic  considerations  and 
(3)  savings  due  to  use  of  local  resources 


rather  than  use  of  external,  temporary 
funds. 

RECOMMENDATIONS 

To  provide  education  for  the  patient  which 
makes  him/her  aware  of  the  benefits  of 
preventive  care  and  therapeutic  mainte- 
nance versus  the  costs  of  long  term  illness, 
including  economic,  social  and  medical 
factors;  to  educate  health  professionals 
to  use  existing  local  resources  (community 
organization,  public  funding  sources,  etc.) 
in  order  to  efficiently  and  effectively  de- 
velop and  implement  programs  and  services 
geared  to  high  blood  pressure  control. 

To  create  cooperative  support  from  in- 
dividuals and  organizations  within  the 
community  to  provide  maximum  uti- 
lization of  local  and  existing  resources. 
These  cooperative  arrangements  will  pro- 
vide financial  and  civic  benefits  for  the 
individual  agencies  for  the  community 
at  large  as  well  as  provide  important  re- 
inforcement to  the  blood  pressure 
patient  in  adhering  to  treatment  or 
monitoring. 

To  coordinate  the  activities  of  cooper- 
ating agencies  in  order  to  conserve  re- 
sources and  to  provide  potential  support 
to  community  blood  pressure  control 
programs. 

To  utilize  existing  local  resources  versus 
external  funding  mechanisms  while  as- 
suring quality  control  on  a long  term 
basis. 

To  address  the  incongruity  of  present 
third  party  payment  mechanisms  com- 
pared to  those  appropriate  for  the  treat- 
ment of  high  blood  pressure. 

To  evaluate  (holding  quality  control 
constant  at  an  acceptable  level)  com- 
parable program  costs  and  outcomes 
for  programs  using  local  versus  exter- 
nal funding  and  programs  using  co- 
ordinated local  agency  involvement 
versus  individual  agency  or  single  prac- 
tice sponsorship. 
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